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VARICOSITIES OF THE PAMPINIFORM 
PLEXUS.* 


Cuas. D. Center, M. D., 
QUINCY, ILL. 


Literature on the subject of pelvic varices is 
extremely meagre; in fact, it is scarcely exag- 
geration to say that it is nil. Darnall of At- 
lantic City is about the only American who has 
given the subject serious consideration. Euro- 
pean writers on record regarding it can be num- 
bered on the fingers of one hand. Because it is 
a more important subject than would appear in 
the light of past investigations, and because it is 
a much more frequent condition than hereto- 
fore believed, and because the writer believes that 
women with varicosities of the pampiniform 
plexus are being operated upon daily for some 
supposed other condition, there seems justifica- 
tion for this article. More than this, the writer 
wishes to bring out emphatically the fact that 
this pathologic condition cannot, ordinarily, be 
diagnosed with the patient in the usual position 
for a pelvic examination; and that this patho- 
logic pelvic condition has a distinct sociologic 
aspect. 

In order that we may have a clear understand- 
ing of the anatomy now under consideration, let 
me refresh our memories by describing this ve- 
nous supply. The pampiniform plexus in the 
male is that collection of veins known as the 
spermatic veins; in the female the same vein 
collection is known as the ovarian veins. Since 
this plexus is entirely analogous in the two sexes, 
modified merely by sex difference, I prefer the 
designation “Pampiniform Plexus.” These veins 
are very numerous, both in the male and the 
female. In each sex they have no support from 
firm muscles surrounding them, but are found in 
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an easily distensible habitat. Distention and 
subsequent dilatation in the male produces the 
familiar condition of varicocele—a condition 
found so frequently that after making a series 
of more than 300 physical examinations of young 
men for military service, I am led to believe that 
at least 70 per cent. of all adult males have 
varicocele in some degree. 

In the male these numerous veins ascend along 
the cord, in front of the vas, and enter the ab- 
dominal cavity through the inguinal canal. Here 
they coalesce to form two veins which ascend on 
the psoas muscle behind the peritoneum, blend-~ 
ing as they go into one vein. On the right side 
of the body this one empties directly into the 
vena cava at an acute angle. On the left side 
of the body this coalesced vein empties first into 
the left renal vein at a right angle, making the 
chance of a venous block easier than on the 
right side. On the left side this coalesced vein 
passes behind the sigmoid. The greater distance 
from, and the more remote union with the vena 
cava, together with the right angle junction with 
the left renal vein, and the possibility of more 
or less sigmoidal pressure all the time, is why we 
expect to find left varicocele more often than 
right, and why we find trouble in the female 
pampiniform plexus more often on the left side. 

Varicosity of the pampiniform plexus in the 
female is a condition not recognized sufficiently 
often. Why? Because a woman comes to us 
with this history: The time when she is on her 
feet she has a dull aching low in the pelvis, a 
dragging sensation which is constant, which 
sometimes runs down the leg to the iliac crest, 
or to the sacral region, and which gives her or is — 
a part of a pernicious lumbo-sacral ache. She 
is worse about the time of the menstrual flow. 
She may have a severe dysmenorrhea; she may 
have menorrhagia. Two or three days after the 
monthly flow has stopped she may have a few 
days of comparative ease. She may be married 
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or single, a nullipara, or a multipara. She looks 
harassed, tired, nervous. She may or may not 
have had previous illness. She says she is ner- 
vous and irritable. She is sure she has some 
serious pelvic trouble. She is put on the table 
for examination. On inspection the cervix and 
the walls of the left vaginal vault seem rather 
more blue than you expected. There is probably 
a little leucorrhea. Bimanually you find noth- 
ing, or at the most a suspicion of thickening, a 
soft, mushy thickening about the broad liga- 
ment. If the tubes and ovaries prove normal, if 
the uterus is not badly malposed, or is not the 
host for a neoplasm, if the cervix is not badly 
lacerated the chances are that you will decide 
that this patient is a neurasthenic, a neurotic, 
an hysteric, a woman suffering from chronic con- 
stipation, from intestinal indigestion, from auto- 
intoxication—broad terms we all use at one time 
or another to cover our inability or ignorance. 
If you tell this woman she has no pelvic trouble 
she will go, sooner or later, to another doctor, 
for she knows she has. There is but one way for 
you to escape error in these cases, examine her 
in the erect position, This position has much 
to recommend it for all routine pelvic examina- 
tions. First, the pelvic organs are found in the 


position and condition they hold when the 


woman is on her feet, the time she suf- 
fers the most discomfort.. Next, you do 
not have to contend with a rigid patient, 
for the woman undergoing examination on her 
feet knows that her position is not an ungraceful 
one, knows that her person is not exposed, knows 
that you are not taking notice of her clothing. 
When she is on her back, with the legs flexed, the 
heels in the stirrups, and you tell her to allow 
the knees to separate she has to contract the ad- 
ductor muscles to hold her legs in the position 
desired. ‘The flexion of these muscles must call 
for some contraction of all auxiliary muscles, and 
you find a patient with a rigid abdomen. When 
the patient with varicose pampiniform plexus 
stands up, you will be surprised to find, in many 
cases, that what seemed to you before to be 
merely a little thickening in and about the broad 
ligament, has now become a clearly demonstrable 
doughy mass, a mass you cannot mistake, can- 
not overlook. 

Take another aspect of this case. When you 
examined in the dorsal position you found this 
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suspicion of thickening; the ovary seemed a lit- 
tle hypersensitive, perhaps a little enlarged, or 
a little diminished in size with a sclerosed feel, 
and you tell the patient there is sufficient ovar- 
ian defect to justify an exploratory operation 
with probable removal of that ovary. That 
woman is looking for relief, and being self-per- 
suaded that she has serious trouble there con- 
sents to the operation. At that time you do find 
an ovary slightly enlarged, with two or three 
pea-sized cysts in it, or you find it shrunken and 
fibrous. You remove that ovary. You see noth- 
ing else abnormal, for the patient is on her back 
and the veins of the pampiniform are not dis- 
tended. The patient makes a splendid recovery. 
During her convalescence she has none of the 
old dragging ache, for she is lying down, but 
when she has been on her feet for a few weeks, 
and has resumed her household duties, you are 
chagrined to find that she is having the same old 
chain of symptoms, and you will be fortunate if 
the patient does not decide to try another doctor. 
Your only hope of having made good with that 
patient is that you have destroyed, unconsciously, 
the pampiniform plexus at the time of the re- 
moval of the ovary. 

The etiology of varicosities of the pampini- 
form plexus is broad. Two reasons have been 
cited from an anatomic standpoint. The sig- 
moidal reason should be kept in mind especially, 
for this pouch has greater capacity in the female 
than in the male, and as a rule the female of our 
day, because of dress, environment, social life, 
diet and custom is more apt to have the sigmoid 
full habitually than is the male. Another etio- 
logic factor is pregnancy which normally en- 
larges and temporarily dilates this plexus. An- 
other is menstruation, which because of its ef- 
fect on the pelvic blood supply has been called a 
monthly miniature pregnancy. Another is mal- 
position of an organ, or organs in the pelvis of 
a nature to interfere with the return flow of 
blood in these veins. Another is uterine or tubal 
infection, with extension to the vein walls, in 
other words, a phlebitis. Still another is in- 
flammatory exudate causing pressure. There is 
yet one more cause at least, and so far as I know 
this one has never been brought out. After it is 
mentioned you may decide that it is effect rather 
than cause. This factor is the sexual orgasm 
too frequently, or too oft repeated. It is a well 
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recognized fact that varicocele in the male in- 
creases sexual appetite, and sooner or later de- 
creases sexual ability. There is no question that 
varicocele in the female increases the appetite, 
and you can readily see, cannot decrease the 
ability. At the present time, however, because 
of the insufficiency of the data, trying to prove 
which is effect and which is cause in these cases, 
is about as fruitless as trying to settle the old 
question, “which came first, the owl or the egg.” 
Irrespective of which is cause and which effect, 
you can readily see that there is the establish- 
ment of a vicious circle—the greater the sexual 
appetite the greater the varicosity, and the 
greater the varicosity the greater the sexual ap- 
petite. From this you will perceive that this 
pathologie condition opens a very interesting so- 
ciologie question. 

I do not know how many cases of pelvic varices 
I have overlooked, but in the light of experience 
of recent years I am confident there have been a 
good many. I do not know how many were 


operated on for some supposed other condition, 
where the patient was not improved, or was par- 
tially improved, or where by an unconscious and 


unintentional destruction of the pampiniform 
plexus she was entirely cured. 1 do not know 
how many of these patients have gone elsewhere 
for operation, but it has been my good fortune 
to recognize and diagnose a few of these cases 
that had been operated upon previously, where 
the condition had not been corrected, and where 
cure was effected when the pampiniform plexus 
was destroyed at the second operation. It has 
been a source of great satisfaction, too, to be 
able to make a positive diagnosis in some in- 
stances, by making the examination in the erect 
position, when the ordinary position revealed 
nothing. 

Let me cite a few instances, as briefly as pos- 
sible, to give you a bird’s eye view at least, of 
the diagnostic and sociologic picture: 

Case 1. Unmarried; aged 27 years. Never had any 
sickness of any sort. Referred to me by an able col- 
league who could find no pelvic trouble. Examination 
in the dorsal position revealed nothing except hyper- 
sensitive ovaries. She was told she was not a surgical 
case. This decision caused a burst of tears from the 
patient, and the exclamation that she had to be oper- 
ated upon; that if she could not be given relief she 
would kill herself. Further questioning elicited the 
statement that she could stand the backache, and the 
sagging feeling in the lower abdomen, but that she 
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had developed such a furious sexual appetite that she 
could not trust herself; that she had betrayed herself 
to her employer, and that rather than face what she 
was facing daily and hourly she would seek relief in 
death. For three reasons I finally promised to oper- 
ate on her. ist. She bore an unquestioned reputa- 
tion. 2nd. She came of an excellent family. 3rd. I 
was curious to see if there was anything in that 
pelvis to atcount for that condition. It is likely that 
at the operation, had I found any particular ovarian, 
or tubal, or uterine pathology that such pathology 
would have been considered the cause of her trouble, 
but there was practically nothing. The only notice- 
able thing was the gross color of the broad liga- 
ments. Examination of these disclosed that the blue 
color came from very large veins; more from curios- 
ity than anything else, these veins were compressed 
against their flow and almost at once there were veri- 
table tumor masses in that pelvis. It struck me that 
this was the cause of her sexual frenzy, and the veins 
were tied and destroyed, a varicocele operation, and 
the passing years have shown that the patient was 
cured. 

Case’ 2. Aged 44 years; married at 21. 
history clear. Mother of nine children; has had two 
miscarriages. Symptoms, pain in pelvis and back, 
described as a dragging, sagging feeling sometimes 
sufficient to produce nausea and vomiting. No pre- 
vious sickness, except history of run of fever follow- 
ing one of the miscarriages. Denies constipation. 
Referred to me for operation for retroversion which 
was present. Patient also said that from time to 
time she had a swelling low down on left side, which 
seemed to push down and into the vagina, and that 
when she had this swelling that pressure on the left 
inguinal region was very painful. Further questioning 
elicited the fact that she had never seen a swelling, 
but that her feeling was that there was a swelling. 
Examination in the recumbent position disclosed the 
retroversion, freely movable. It also disclosed a con- 
siderable thickening about the left broad ligament, 
which while soft and mushy to the feel, I decided was 
the result of an infection since the time of the mis- 
carriage with temperature. Laparotomy was done 
with the intention of supporting the uterus by one or 
another method, and of clearing out that left side, 
which I supposed was either a flaccid pyo- or hydro- 
condition. Operation disclosed none of the expected 
conditions except the retroversion, but an enormous 
varicosity was found. This was destroyed, the uterus 
hammocked by the round ligaments, and the patient 
was, and has remained, cured. 

Case 3. Prostitute; aged about 28 years. History 
taken for what it seemed worth, except for the 
symptoms related as existing, which were the aching, 
and dragging in the pelvis, the extreme pain at the 
menstrual period, when she was disabled for about ten 
days each month. Patient very loath to have operation, 
as she feared it would impair her usefulness, and her 
manager said she was in greater demand than any 
girl in the house. Pelvic findings, soft masses about 
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the uterus on either side. A positive diagnosis of 
varicosities was made here, and proven correct at 
operation. Like most of the girls of this class, she 
moved on to a fresh field in a little less than a year, 
and I cannot use her either for clinical proof or 
sociologic argument other than to say that so long as 
she remained in Quincy she had no further pain and 
discomfort. 

Case 4. Aged 32 years. Multipara, no miscarriages. 
Always had dysmenorrhea. No infective diseases 
since childhood. Increasing pain and discomfort in 
the pelvis and sacral region. Some pain extending in 
the direction of the left kidney. Has had an ovary 
removed by one doctor; no improvement. Has had 
the appendix removed by another; no improvement. 
A third told her, after examination, that she was a 
neurasthenic. .\ dilating and curetting was also done 
by number two, no improvement. Examination in 
the dorsal position disclosed nothing at all. Exami- 
nation in the erect position, with arms stretched up 
over the head, gave an unmistakable mushy mass on 
each side of the uterus. 

Case 5. Aged 29 years. Married nine years, one 
child, no miscarriages. Dysmenorrhea from puberty. 
Never a strong, vigorous woman. During childhood 
and adolescence had many attacks of tonsilitis. The 
usual train of symptoms in the pelvis, except that it 
appears from the history that the right side was first 
involved. Operated for what was thought to be a 
case of chronic appendicitis. No improvement. More 
than this, she began to have the same pain on the 
other side. Her doctor then told her he would have 
to dilate and curette, but she declined and changed 
doctors. Examination in the recumbent position gave 
nothing on the right side, but certain thickening on 
the left, and the erect position increased it on the left 
and produced it on the right. Operation disclosed the 
expected varices. These were ligated and divided, 
since when she has lost the feeling of pain and drag- 
ging in the abdomen, lost the backache, and the dys- 
menorrhea is almost a negative quantity. 

Case 6. Aged 25 years. A “kept” woman. She 
came to me for medicine, something to enable her to 
get satisfaction and relaxation after intercourse. She 
would have the orgasm, but no sooner was it over 
than she felt unsatisfied. Questioning elicited the 
fact that in this respect she was as rapacious as 
Messalina. A pelvic examination revealed the ex- 
pected mushy masses on either side of the uterus, 
masses which practically disappeared when the woman 
was lying down. I offered her operation as a cure, 
but she deduced from my remarks that the operation 
might curtail her tendencies, and so declined. 

Case 7. Aged 29 years. School teacher. Prac- 
tically a similar case to case 6, except that this woman 
applied for medicine to check and control her increas- 
ing sexual appetite. She was beginning to be afraid 
of herself. Examination revealed the suspected con- 


dition, but operation was declined. Not long after 
this she got herself talked about, lost her position as 
teacher, and has drifted from sight. 
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Cases 6 and 7 are of interest because they 
suffered comparatively little pain, aching, or 
menstrual inconvenience. They are of interest 
too, because of their sociologic bearing. 

It must be remembered that not all cases of 
varicocele in the male are painful. Any one of 
us can recall a large varicocele which apparently 
was big enough to cause considerable pain, and 
which did not; and on the other hand each one 
has seen a little insignificant one that caused so 
much pain it required ligation to relieve it. 

In conclusion. 1. Unless trouble in the 
female pelvis is so patent that there can be no 
chance for error in diagnosis, always examine 
in the erect position. 

2. Suspect varicose pampiniform plexus in 
every case that gives the persistent lumbo-sacral 
ache, the feeling of dragging low in the pelvis, 
and the history of increased, or abnormal sexual! 
eppetite. 

3. ‘Ligate more varicose veins in the pam- 
piniform and there will be fewer ovaries re- 
moved, fewer dilatings and curettings done for 
dysmenorrhea, and more women made comfort- 
able. 

4. In order that statistics may be collected 
for sociologic study follow up each case operated 
upon for varicose pampiniform plexus among 
the members of the half world. 





ACIDOSIS. 


J. W. VanDersticeg, M. D., 
OAK PARK, ILL. 


The term acidosis is used to describe a condi- 
tion which is met with quite frequently in the 
diseases of children. In the consideration of 
acidosis it must be understood that one is not 
dealing with a separate disorder nor with a com- 
plication arising with more or less frequency in 
a group of pathological conditions but rather as 
a manifestation occurring with greater or lesser 
severity in the course of the disorder under 
observation. 

Acidosis is a symptom complex in which acids 
arise in the metabolism giving rise to di-acetic 
acid, acetone, increased acidity and an excess of 
the ammonium nitrogen content of the urine; 
a distinct acetone odor to the breath, with the 
train of symptoms caused by the general impov- 
erishment of fixed bases. 
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The conditions giving rise to acidosis may be 
classified into two groups—the exogenous and the 
endogenous. The commoner conditions in which 
the exogenous type appear are alimentary glyco- 
suria, fat indigestion, carbohydrate fermenta- 
tions, overfeeding and cyclic vomiting. In the 
endogenous group are starvation, diabetes, rheu- 
matism, scarlet fever, measles, pneumonia, acid 
intoxication, vomiting of pregnancy, and delayed 
chloroform poisoning. 

In the exogenous group are found only dis- 
turbances of digestion but each. of these condi- 
tions gives rise to an acidosis in a manner pecu- 
liar to itself. 

Alimentary glycosuria is a condition embrac- 
ing both an acidosis and a glycosuria. This con- 
dition manifests itself in conditions of intoxi- 
cation. In infancy this condition is seen more 
frequently in the acute gastro-intestinal dis- 
orders as gastro-enteritis, summer diarrheas, 
colitis, ete. Here are found several elements of 
etiological significance. The diarrhea removes 
much of the alkali in the stools, thus removing 
fixed bases or substances that may readily give 
rise to fixed bases without an opportunity for 
combining with the end products of metabolism 
in the circulation. The high temperatures of 
the patients increase the production of end acids. 

Fat indigestion is a frequent source of acidosis, 
this not by reason of an intoxication so much 
as a salt starvation ; in a fat indigestion or better 
stated an incapacity of the individual to assimi- 
late the fat content of the food ingested, the 
result of the ingestion of more fat than the 
economy can take care of results in the produc- 
tion of soaps and fatty acids which are excreted 
in the bowel movements. In the infant fed on 
milk, either human or bovine, there is but a 
limited supply of salts contained; if this salt 
content of the food be used for the elaboration 
of soaps there arises within the economy a scarcity 
of bases. The continuance of such perversion of 
the salts will produce an impoverishment of fixed 
bases with resultant acidosis. 

Carbohydrate fermentations form a very large 
group of the cases in which acidosis is met. 
Theoretically this would be expected as it is well 
known that when the carbohydrates are taken 
from the normal individual acidosis arises and 
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in diabetes the incapacity for carbohydrates is a 
signal cause. 

The familiar clinical picture in infants of the 
very acid stool and erythema of the buttocks in 
this group of cases points directly to an over 
production of acids and clinically it is readily 
shown that an increase in the carbohydrate con- 
tent of the diet increases both the acidity of the 
stools and the urine. 

Overfeeding may give rise to an acidosis 
in various ways, as an overtaxing of the digestive 
capacity, absorption of products of acid fermenta- 
tion from the bowel, or the overloading of the 
blood with the end products of digestion at the 
expense of the actual breakdown of proteid in 
the body cells. 

In cyclic vomiting there is seen an acidosis 
which is recurrent in type. In these cases the 
attacks of acidosis recur with more or less regu- 
larity. Many of these cases are described as 
biliousness and the intervals between the attacks 
are quite regular, the average being about two 
months. There is a prodromal stage of one to 
three days when the patient is languid and 
peevish, with loss of appetite, little or no rise 
of temperature, constipation and slight disturb- 
ance of the respiration. The prodromal stage- 
may pass unnoticed and violent persistent vomit- 
ing apparently occurs in the midst of perfect 
health. The vomiting is propulsive and without 
nausea. The vomiting is persistent, regardless 
of the stomach contents; the giving of a dram 
or two of water bringing on a violent vomiting 
attack. An examination of the urine at this 
time discloses di-acetic acid and acetone and the 
breath has the characteristic acetone odor. The 
pulse early is slow but the exhaustion caused by 
the excessive vomiting soon causes a rapid, ir- 
regular pulse in the severer cases. If unchecked 
by appropriate medication these cases persist 
twenty-four to seventy-two hours. 

As the disorder progresses sopor appears and 
is gradually replaced by stupor. The loss of 


water caused by the excessive vomiting gives the 
face a hollow, pinched expression. The respira- 
tion is early deranged, one common type being 
shallow and rapid without interval; frequently 
the respiration takes on either a sighing character 
or the Cheyne-Stokes type. There is constipa- 
As the condition clears, vomiting ceases, 
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sopor disappears, leaving the patient better than 
previous to the attack. 

Of the endogenous group, the terminal acidosis 
of diabetes is typical, though the group of cases 
known as acid-intoxication better represents this 
type of cases as seen in early life. 

Acid-intoxication is a relatively infrequent 
disorder and manifests itself usually during the 
second year of life. ‘The onset is sudden and 
acute. The initial symptoms are persistent, pro- 
pulsive vomiting without nausea and sopor. The 
temperature is relatively low, 100-102° F., the 
pulse slow, constipation, respiration disturbed, 
a marked acetone odor to the breath. The patient 
shows every evidence of air hunger. The pulse- 
respiration ratio has narrowed to 1:1.5 by in- 
crease of the number of respirations rather than 
slowing of the pulse. The respiration is dis- 
tinctly without interval and any interference 
with respiration develops signs of acute air- 
hunger but without cyanosis. These patients do 
not become cyanotic and may be desperately ill 
yet the facies be but little changed. The initial 
sopor is early replaced by stupor and stupor soon 
is gradually succeeded by coma, partial or com- 
plete. The duration of these cases is from tweny- 
four to seventy-two hours. The prognosis is on 
the plane with tubercular meningitis. 

In the acute infectious diseases, rheumatism, 
scarlet fever, pneumonia, measles, acidosis is a 
prominent manifestation. There is but slight 
relation between the severity of the disorder and 
the severity of the acidosis. The individual case 
that shows acidosis under many conditions will 
suffer more severely from acidosis during a mild 
infection than the severe case that has no such 
tendency. This peculiarity has been so frequent- 
ly noted in the same families that frequently 
. the question has occurred to the author, “Are 
these cases potentially diabetics ?” 

The acidosis has but slight effect upon the 
prognosis of the disorder per se but the length 
of the attack seemingly is prolonged and the 


number of complications increased. Some 


authorities insisting that if the acidosis is early 
neutralized there are no complications. Though 
there may be some hesitancy in accepting such 
a postulate there is much evidence to the effect 
that an early efficient alkaline treatment does 
niaterially lessen the number of complications. 
The underlying factor of acidosis is the gen- 


ILLINOIS MEDICAL JOURNAL 





May, 1915 


eral impoverishment of the body of bases to 
neutralize the acid products of metabolism. This 
condition is brought about, first, by starvation 
or by foods low in bases or may ensue from per- 
version of the bases in the alimentary canal; 
second, by disturbance in acid formation and 
elimination ; third, by loss of alkalis as in exces- 
sive diarrheas. The urine contains an increased 
amount of ammonium salts; the ammonium 
nitrogen content at times reaching as high as 
70 per cent of the total nitrogen content. There 
is increased acidity of the urine. 

The symptoms are persistent vomiting, usual- 
ly of a propulsive character, continuing long after 
all food has been removed from the stomach, 
recurring when but a dram or two of water is 
given. The characteristic odor of acetone is 
always present and persists after all other symp- 
toms have disappeared. Even in the milder cases 
in which there is little or no vomiting the odor 
of acetone is distinct and frequently is the one 
symptom which attracts the attention to the 
acidosis. The respiration is early involved, first 
by an increase in the number of respirations, 
which are characterized by a loss of the interval 
between expiration and inspiration; soon, how- 
ever, there is a change in the rhythm and a sigh- 
ing or Cheyne-Stokes type appears. There is 
constipation which resists ordinary cathartics 
and laxatives. The mentality is dulled, the 
milder cases having mere sopor, while in the 
severer cases the sopor is early replaced with 
stupor or with a coma—partial or complete. 

The diagnosis is made from the characteristic 
odor of the breath and the urinary findings. The 
tests for the urine may be found in any text- 
book on diagnosis. A clinical test is made by the 
increased tolerance for carbonates, an arbitrary 
rule being: an adult is given seventy-five grains 
of bicarbonate of soda by mouth; this should 
appear in the urine in three hours; the dose is 
repeated every six or eight hours. 

The medicinal treatment is apparent, the 
pushing of alkalies in massive doses at frequent 
intervals. The common treatment is the giving 
of five to twenty grains of soda bicarbonate every 
hour. In individual cases the administration of 
magnesia to replace the soda appears advanta- 
geous. The author uses the citrate of soda to 
a large extent as there is less objection to the 
taste and the citrate is more freely soluble; is 
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better given as an addition to the milk as it 
does not change the reaction nor interfere with 
gastric digestion. The ordinary prescription for 
a child during the second year is: 

Sodii bi-carb., grs. V. 

Sodii citratis, grs. V. 

M. et Sig. Repeat every hour. 

This treatment is continued until the acetone 
odor of the breath disappears. 

Among writers upon this subject there is an 
apparent disparity in the dietetic treatment. 
This, however, is more apparent than real as a 
close analysis will show that the various authors 
each had in mind but one or two types of the 
condition when advising special dietary restric- 
tions. 

The dietetic treatment must be based upon 
the etiological factors. A very clear distinction 
must be made between the exogenous and the 
endogenous types and where there is a combina- 
tion of the two causes then both must be given 
consideration. 

In an alimentary glycosuria with the rapid loss 
of alkalis through the bowel movements and an 
increase of tissue waste by reason of high tem- 
perature the acidosis can only be rieutralized by 
resorting to hypodermoclysis so long as the very 
frequent bowel movements persist. This should 
only be resorted to in very severe cases as there 
is usually a large slough appears at the point of 
the injection. An injection of normal salt solu- 
tion may be of some value in furnishing base’ 
but this is more or less problematical. 

The drug most frequently used in the hypo- 
dermoclysis is the sodium carbonate in one per 
cent solution and is practically always followed 
oy the sloughing of the tissues in the area of 
the injection. The better treatment in this 
group of cases is attention to the digestive dis- 
turbance with large doses of alkalis by mouth such 
as chalk mixture, lime water, etc. 

In a fat indigestion all fat should be elimin- 
ated from the diet and should not be again added 
to the diet for some days after the disappearance 
of all symptoms. The fat should be added very 
slowly and gradually and any tendency toward 
a light colored stool should be interpreted as a 
danger signal and the fat content lowered. In 
many children it is well to change the fat as it 
is found that while butterfat as butter is easily 
digested, butterfat as cream cannot be taken 
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care of. Where there is an aversion to one fat 
the substitution of another may be advantageous. 
Many children will take swine fat either as 
bacon or salt pork, olive oil, peanut butter or 
a cotton seed oil product. 

In carbohydrate fermentations there is either 
too large a carbohydrate content or the partic- 
ular carbohydrate is not borne. In bottle-fed 
babies the change from the particular sugar 
should be made by a cutting down of the per- 
centage and some other form exhibited, thus if 
the lactose seems an irritant, maltose or dex- 
trose should each be tried in turn. 

In overfeeding the dietetic treatment is self- 
evident; however, a mere cutting down of all of 
the food elements may not meet with the signal 
success anticipated. It is well in these cases to 
cut down all food to the extreme minimum and 
then increase each food component separately, 
never increasing more than one element in one 
day. 

In cyclic vomiting there is a gradual impover- 
ishment of the bases or, perhaps, better stated, 
there is a lack of supply of bases which the 
natural elasticity of nature is capable of over- 
coming to a certain degree but there comes a 
time when the reserve force is entirely destroyed 
and there is ushered in very suddenly a severe 
acidosis. A careful case history is of extreme 
importance and very frequently the dietetic 
error which is the underlying cause may in this 
way be disclosed. It is usual to find that there 
are certain carbohydrates at fault. Experience 
has taught that the best diet for these cases is 
to put them on a very high proteid content such 
as skimmed milk, chops, steak and eggs. As 
the appetite returns an addition of a single 
carbohydrate, such as zwiebak, is made; if this is 
well borne, toast and stale bread are then added. 
This is used as the primary diet and various addi- 
tions are made and if fermentations occur the 
patient is again put on this primary diet. It 
has been found that there is a distinct advantage, 
in making additions to the primary diet, to first 
add the green vegetables, then the dry vegetables 
and last the sweets. 

In the endogenous group the apparent causa- 
tive factor lies more in the cutting down of the 
alkaline intake rather than a specific action of 
the infectious agent or increased waste. Former- 
ly the giving of large doses of alkalis for febrile 
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conditions was the rule rather than the excep- 
tion, but the common use of coal tar products, 
salicylic acid and its derivatives, with the advent 
of serums, has changed this so that if the atten- 
tion is not specifically called to this need there 
is an entire lack of supply from this source. 

In the literature of late there has been a 
decided emphasis placed upon the giving of 
sodium salicylate with twice the quantity of 
sodium bicarbonate; to this it may be said that 
the recognition of the necessity for such a 
prescription shows an awakening to the neces- 
sity of the exhibition of alkalis in all conditions 
in which there is a lack of supply, a perversion 
of the salis or an increase in tissue waste. 





DIGESTIVE DISTURBANCES OF 
FANCY OF PROTEID ORIGIN.* 


R. R. Fereuson, M. D., 
CHICAGO, ILL. 


IN- 


In Holt’s “Diseases of Children,” we find the 
following statements by Munk." 

Proteids are absolutely essential to life and 
constitute the only kind of food which must re- 
place the continuous nitrogenous waste of the 
cells of the body. Proteids may sustain life and 
prevent loss of weight for a time without the help 
of either the fats or the carbohydrates, but in so 
doing a great excess in food is necessary, as it 
takes twenty-two parts of proteids to do the work 
of only ten parts of fat. The digestive organs 
and the kidneys must soon show the effects of 
such a diet. On the other hand, when fat and 
carbohydrates are added to the diet, proteids may 
be decreased to one-half or one-third as much as 
before and still replace all the nitrogenous waste. 

Taking it for granted that the above state- 
ments are facts, let us first see what proteids we 
have to deal with in childhood and then take 
up the disturbances caused by these different pro- 
teids. In the dietary of the child proteids are 
usually furnished by the casein and other al- 
buminoids found either in mother’s milk or 
cow’s milk, or in the cereal foods; or in any of 
their combinations. 

The proteids of woman’s milk are by far the 
most easily digested; and the greatest difficulty 
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of infant feeding is to supply other proteids 
which can take the place of these particular ones 
found in woman’s milk. It may be the difference 
in the digestibility of the proteids that causes 
much of the trouble in substitution of cow’s milk 
for woman’s milk. 

The proteid disturbances of digestion there- 
fore, may be divided, for convenience, into three 
classes: First those caused by the difference in 
the digestibility of the proteids of different 
foods; second, too low percentage; and third, 
too high percentage of proteids. 

In woman’s milk the whey proteins predom- 
inate over the casein in the proportion of 2 to 
1, but in cow’s milk the proportion is 1 to 6. 
Chemistry has not as yet made any practical or 
important differentiation between the whey pro- 
teins of woman’s and cow’s milk, but we have in 
the quantities of casein and soluble albumins 
they contain two entirely different milks. The 
most important difference lies in the chemistry 
of the two classes. This difference is recognized 
by the manner in which they react to the same 
ferments and reagents. 

In the stomach of the human infant the cal- 
cium casein of cow’s milk (the form in which 
the casein exists in cow’s milk), is readily pre- 
cipitated by cow’s rennet,’ in the presence of a 
slight amount of acid, into a clot of calcium para- 
casein, which is larger and tougher than the clots 
which occur in the infant stomach from the ac- 
tion of the same reagents on human milk. 

Casein itself is rarely the cause of intestinal 
disturbance. On the other hand Finklestein and 
Meyer have demonstrated that intestinal indi- 
gestion may be improved or controlled by in- 
creasing the quantity of the casein and diminish- 
ing the quantity of sugar and fat in milk. 

The digestibility of the casein of cow’s milk 
depends largely upon the presence or absence of 
the conditions in the infantile stomach which 
cause its precipitation in large or small clots. 

It is very easily digested and assimilated if 
large clot formations can be prevented. Alkali 
in milk delays this curdling, as also does boiling 
(not pasteurizing). 

Alimentary fever may occur under certain con- 
ditions in infants to be mentioned later, after 
the administration of the casein of cow’s milk 
and perhaps the other proteins. 

Casein indigestion is indicated by large tough 
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curds, and putrid, loose, brownish alkaline stools, 
fever and other constitutional symptoms ; loss in 
weight, flabbiness, anemia, with either constipa- 
tion or diarrhea. 

Cow’s milk casein, although probably the most 
fruitful factor in causing constipation in bottle 
fed babies, nevertheless is necessary for a child’s 
nutrition. Any considerable reduction, such as 
may be obtained by giving a mixture of cream, 
sugar and water may relieve the constipation, 
but the child thus fed will suffer from a nutri- 
tional standpoint and instead of being consti- 
pated will become rachitic, which is much worse 
than mere constipation. 

Most of us make the mistake of giving per- 
centages of proteids at the beginning so high as 
to cause both disturbances of the digestion and 
nutrition. Those who appreciate how great is 
the danger of high proteids must guard against 
the habit of keeping them low so long that nutri- 
tion of the child suffers. Success comes in a 
discrimination between the two extremes. 

There is no rule for feeding proteids since in- 
fants differ so greatly in their ability to digest 
them, but it is a safe rule to begin low and in- 
crease very gradually by percentages not over .25. 

The disturbances of digestion which have been 
traced to the proteids in one form or another are 
many and constitute a life study in themselves. 
Briefly the literature shows the following: 

Most German writers consider proteids almost 
very seldom causing indigestion.® 
However, Morse* of this country and Combe of 
France think they often cause true dyspepsia. 
Holt and Levene have demonstrated that large 
amounts of casein per mouth may cause a rapid 
rise in temperature. During their experiments 
in which a “synthetic food” very rich in casein 
was fed, they observed five times a rise in tem- 
perature which continued until the food was 
changed, it then becoming normal. 

This fever only occurred when six per cent. 
casein had been administered with very small 
amounts of milk. : 

A fertile field for speculation has always been 
the association of anaphylaxis with some of the 
disturbances caused by cow’s milk. The follow- 
ing case is reported by Neuhaus and Schaub and 
is suggestive : 

A healthy child had previously been breast fed, 
but had probably received a large amount of 
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cow’s milk. The symptoms were suggestive of 
anaphylactic shock and there were large numbers 
of eosinophiles in the stools. After recovery a 
like attack was induced by feeding casein from 
cow’s milk, while casein from breast milk and the 
whey from cow’s milk had no effect. 

Meigs*® thinks that hypersensitiveness of cow’s 
milk could not exist. without a passage of pro- 
tein unchanged through the intestinal wall. This 
has been proved not to occur in the normal in- 
fant after the first weeks. 

That an increased permeability of the gastro- 
intestinal epithelium for foreign proteid occurs 
in children with nutritional disturbances has 
been proven by Lust and Hahn. 

Lust fed different forms of foreign proteid to 
children with such disturbances and then em- 
ployed the following tests to determine whether 
or not the protein had passed through the in- 
testinal wall unchanged. The urine and in some 
cases the blood serum were tested with a serum 
having a strong precipitation titre for the pro- ~ 
tein which had been fed. 

Also guinea pigs were injected with the urine 
and after three weeks tested with the homologous 
protein for sensitization. He also studied the 
permeability in animals in which a gastroenteri- 
tis had been produced by a strong sugar solution. 
In his experiments on infants he found that egg 
albumin passed through the wall nine times out 
of sixteen cases of acute and chronic nutritional 
disturbances, while ox serum passed once in 
seventeen cases, the passage being most frequent 
in acute intestinal disturbances, especially in- 
toxication. 

The normal protective forces of the organism 
against the absorption of unchanged protein con- 
sist in two things: Digestion of the proteid by 
gastric and pancreatic juices; and the normal 
resistance of the epithelial cells of the intestine 
to the passage of the protein. 

In nutritional disturbances, as the digestive 
juices are present the fault must lie in the de- 
creased resistance of these cells. 

Vaughan’s interesting paper* last year sug- 
gests a possible cause for infantile diarrheas. He 
mentions the fact that peptone and other decom- 
position products of proteid cause symptoms of 
disease and that sensitization may result from 
the absorption of undigested or partially digested 
proteins from the alimentary tract. Whether 
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or not the summer diarrheas of infancy ever 
originate in this way, is a question to which a 
positive answer cannot be given. There are some 
good reasons for suspecting that the lowered 
vitality of the infant due to excessive heat may 
lead to the absorption of undigested proteins and 
in this way cholera infantum and kindred dis- 
eases may be induced. 

In other words, Vaughn suggests an anaphy- 
laxis to milk proteids due to their passage into 
the blood, unchanged by digestion, or an ab- 
sorption of the split products of protein through 
the intestinal wall. 

Finkelstein’s theory’ that the abnormal ab- 
sorption of sugar and salts cause fever, has been 
disproven even though his albumin milk is an 
extremely valuable corrective when limited to 
the first seven to ten days of treatment of the 
summer diarrheas. But children seldom gain in 
weight on albumin milk alone. 

In any acute digestive disturbance low fats 
and sugars are certainly indicated, while higher 
proteins than we have until recently believed ad- 
visable are now known to be well borne and bene- 
ficial. 

Protein food may be used in almost any gas- 
tric or intestinal troubles, acute infections, fer- 
mentations or putrefactions and is best when 
wade from skim milk. It may be used without 
preliminary starving or purgation and may be 
combined with plain milk. We may change to 
milk formulas abruptly without any signs of dis- 
turbance. Even mother’s milk may be com- 
bined with albumin milk with much benefit in 
any of the above mentioned disturbances in di- 
gestion. 

In closing permit me to leave with you for 
discussion the following summary of this brief 
paper : 

1. That casein indigestion may occur whether 
the proteids are high or low. 

2. When proteids are too high, colic and con- 
stipation occur invariably ; curds in the stools of 
white masses or lumps, sometimes gray or green 
and coated with mucus and expelled with effort ; 
fever and other constitutional symptoms. 

3. Too low proteids; loss in weight, anemia, 
small stools, usually loose because of too high 
fut and sugar. 

4. Anaphylactic shock because of absorption 
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of split products of protein indigestion ; simulat- 
ing all symptoms of anaphylaxis. 

5. Since infants differ so greatly in their 
ability to digest proteids it is a safe rule to begin 
low, .33 per cent. in the new born, and increase 
very gradually by percentages not over 0.25. 
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DIGESTIVE DISTURBANCES OF IN- 
FANCY OF BACTERIAL ORIGIN.* 


Ropert A. Buiaok, M. D., 
CHICAGO, ILL. 


In no specialty of medicine are we so liable to 
specialize on one particular fad as we are in 
pediatrics. 

So much was and still is unknown of the di- 
gestive disorders in children that we all grasp 
with eagerness each step made forward, and 
frequently for months do we go off on a tangent 
and follow that one new idea till we finally sep- 
arate the good in it from the indifferent and 
bad. Then frequently, we even temporarily dis- 
card the good in it while we pursue some new 
fad. Along in the ’80s, the literature teems with 
investigations as to the affect of heat, of sur- 
face water, of atmospheric conditions, and of 
overcrowding. Later in the 80s, and early ’90s, 
bacteriological studies appear in most all of the 
current literature and all efforts were made to 
find a sterile food with practically no change 
during this period in infant mortality. This 
was then followed by a study of the various 
enzymes in milk, which were proven common to 
all milk and to a great extent, specific to each 
variety of milk; and digestive ferments were 
added freely to the milk. But today, the im- 
pression is that the value of enzymes and fer- 
ments has been much exaggerated and that they 
are really of very little practical importance. 

Along, beginning in the ’90s, Czerney and his 
pupils began, by research, to try to prove that 
the nutritional disturbances in babyhood were 
not due to bacteria; to heat; to insufficient ab- 
sorption; to failure of enzymes; but rather to 
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poisons, especially acids formed from food ma- 
terials and faulty function in the course of metab- 
olism, and since this time the current literature 
has teemed with this theory to the neglect of 
proper bacteriological work, so that the situation 
stands today,—bacteriological study of the acute 
bowel disturbances with our newer knowledge of 
bacteriology offers a most fertile field for study. 
Admitting all the truth in all the other theories, 
yet there still remain many pertinent facts in 
regard to the bacteriological infection of the 
bowels in infancy. ; 

Kendall, in a thorough study of the intestinal 
bacteriology, makes the followmg statement: 
That the bowels of infancy show three bacterio- 
logical states : 

First. Sterile. This lasts from four to eight 
hours. Second. Period of mixed infection, 
characterized by various types of bacteria; the 
kinds depending on circumstances. Seasonal 
variations play a prominent part in determining 
the kinds and number in the semi-meconial 
stools. As a rule, in warm weather the bacteria 
are more varied and numerous than during the 
cool weather. After the third day there is a 
sudden increase in the number, due to the en- 
trance of food into the intestines. The common 
organisms found at this time are the Koppehen 
bacillus of Escherich ; bacilli of the subtilis mes- 
entericus group; bacilli coli comminus; bacilli 
proteus; bacilli lactis aerogenes, and some cocci, 
principally of the micrococcus ovales. This sec- 
ond period changes slowly into the typical in- 
testinal flora for infants or the normal nursing 
flora. Here are found the B. bifidu, micrococci 
ovales, bacilli coli, bacilli aerogenes, acidophi- 
lus, in the upper level, the duodenuin and jedu- 
num. The micrococci ovales in the lower jejunum, 
the ileum and the ileocecal valve. The bacilli 
coli and bacilli acidophilus in the cecum, while 
the bacilli bifidis appear to dominate the trans- 
verse colon. 

Disregarding for the present time the patho- 
genic bacteria and thinking only of the common 
saprophytic bacteria in milk of which we have 
two large groups: the acid forming and the pro- 
teolytic. The acid forming; mostly non-patho- 
genie streptococci, cause a fermentation of the 
sugar with volatile acid and a precipitation of 
casein. These bacteria are easily killed by heat, 
but the question is still open as to whether the 
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protoplasm of these acid producing bacteria do 
not contain much poisonous matter, and while 
we still know little definite on this subject yet 
the latter investigation of Jenner and Figari 
show that many morbid intestinal symptoms may 
be referred entirely to this cause. The second 
class of milk saprophytes are those which split 
up proteids. They form spores and are resistant 
to heat. They therefore grow and thrive best in 
milk that has been improperly pasteurized, on 
account of many of the acid germs being killed. 
These bacteria may not be harmful alive, but 
investigation by Flugge and Lubbert show that 
it is not always the poisons produced by bacteria 
that are toxic, but that often the poison is due to 
the protoplasm of the bacteria themselves. Clin- 
ically, we see many instances where such might 
seem to be the case, but clinical proof is lacking 
or inconclusive; although certain writers still 
give adherence to the old statement exemplified 
by Vaughn’s tyrotoxicon. In this field there 
still seems to be a volume of work to do. Of 
the pathogenic bacteria found sporadically in 
infant’s food we lately have much more positive 
data; much of it though incompletely worked 
out. 

Damourette has done much work on this sub- 
ject, and in his monogram cites many cases of 
dyspepsia, even fatal cases, from the taking of 
pus milk where the mother has had infected 
breasts or has suffered a general blood infection. 
This work of his has been followed up in an 
even more thorough manner by Moro. He ex- 
amined apparently normal breasts and com- 
monly found staphylo and streptococci; occasion- 
ally the colon bacillus and bacillus acidophilus. 
Less frequently still, he found mycelium and sar- 
cina types. He followed up further a number of 
breast-fed babies from these mothers and found 
in them occasional acute attacks of intestinal 
catarrh. These usually developed suddenly and 
were accompanied with spurting gaseous move- 
ments of a thin, light yellow with a slight green- 
ish tint; less often a flocculent slimy diarrhea, 
with small masses of mucous and some tenesmus. 
Stains taken from these stools showed instead 
of a normal bacteriological flora many clumps of 
staphylococci; a few unidentified larger cocci 
usually arranged in pairs and in short chains. 
He then took a normal child and nursed it on one 
of his staphylococci breast cases and found that 









in a short time he got a characteristic dyspeptic 
stool. 

Rosthom reports an epidemic of intestinal ca- 
tarrh of a somewhat like description which oc- 
eurred in a lying-in hospital during his service, 
in which staphylococci had entirely displaced the 
normal bacteriological flora. We all frequently 
see occasional cases in our practices which can 
only be accounted for by this etiological factor, 
and it would behoove us, with our nursing 
mothers, to pay more attention to the hygiene 
of the breast and to see that nipples, etc., were 
properly cleansed. The digestive disorders met 
with in other diseases of bacteriological origin 
need only to be mentioned. Of these, we all 
recognize a distinct bowel infection due to the 
influenza bacilli, frequently with most severe 
gastrointestinal symptoms. The same is true of 
many of the febrile catarrhs of the respiratory 
tracts. Whether these digestive disturbances 
are caused by actions of the toxines systemat- 
ically or through.a direct extension of the bac- 
teriological process, or through a poisoning by 
swallowing the secretions, is as yet an unsettled 
fact and offers a good working field. These cases 
are characterized by frequent movements with 
considerable gas distension when there is much 
mucus and foul smelling, and practically are 
always accompanied with vomiting, which con- 
dition in infants is usually quickly controlled 
with the stomach pump. 

The digestive disorders due to the acute erup- 
tive childhood diseases are frequently accom- 
panied with vomiting and diarrhea. There is 
still little known as to their direct cause or their 
intestinal flora, and it is usually accepted that 
they are due to toxic central influence. The 
bacteriological infections of the bowels due to 
contaminated food are even more common than 
the one just referred to. Recent literature along 
this line tends to blame the streptococci in the 
majority of cases and it seems to be due in many 
cases to streptococci contaminated milk. As 
many men of note speak of finding pathogenic 
streptococci in milk, having their source in in- 
fected udders, infected hands of milkers and 
stable dirt; later, finding the same strain of 
streptococci in the infant’s bowel movements. 
The clinical picture of these cases is the picture 
of a severe infection, with much prostration, and 
at the onset a slight fever. Apparently, at first, 
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localized in the large bowels with small frequent 
mucous stools becoming bloody early; frequently 
spreading them up into the small intestines with 
an increased rise in temperature as the lymph 
tissue becomes further infected. 

These cases are also frequently accompanied 
by erythema rashes; hemorrhages in the skin or 
visible mucous membrane. These cases also fre- 
quently show marked meningeal symptoms and 
a tendency to have bronchial pneumonia and 
various other infections located outside of the in- 
testinal tract. Specific treatment with strepto- 
cocci serum has been of little avail. Infections 
with the bacillus pyocyaneus is also another com- 
mon infection and five times I have gone through 
epidemics of it in children’s wards in hospitals 
with which I am associated. As a rule, our 
causative case has occurred during a convales- 
cence from a bowel disorder. There has been a 
sudden rise of temperature with increased tym- 
panites, an increased diarrhea, and usually a se- 
vere involvement of the whole organism, which 
has been of short duration. The stools are char- 
acteristic; they are a bright green in color. 
Where the infection is located mainly in the 
large bowel, the stools are much fuller of mucus 
and often have a blueish tinge rdther than a 
green. General infection does not seem to oc- 
cur as frequently as with streptococci and cases 
usually recover. 

The bacillus of dysentery is probably third in 
order of frequency and some time ago much work 
was done along this line by Holt and Flexner, 
who have published a result of their investiga- 
tion. They show that the infection may be either 
acute or sub-acute. Clinical symptoms present 
all variations, from the mildest to the most se- 
vere gastrointestinal intoxication. The stools are 
characterized by a mixture of food particles and 
mucus. The diagnosis is made by finding the 
bacillus, which seems to be located mainly in the 
clumps of mucus. The most common type seems 
to be a catarrh of the large bowel with mucus, 
mucopurulent and bloody stool with tenesmus. 
The bacillus aerogenes commonly found on green 
vegetables probably is causative of many gaseous 
diarrheas in older children. My attention was 
brought to this by the late A. H. Ferguson for- 
bidding any of his cases eating any green vege- 
tables, either before or for a certain length of 
time after being operated on, contending that 
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such cases were much more tympanitic. The 
colon bacillus was much more used as a causa- 
tive factor in the literature some time ago but 
appears to be in disuse at present. Occasionally 
the proteus bacillus seems to cause a severe 
cholera infantum type. 

In regard to the treatment of these infections 
as a whole, the serums and vaccines have as yet 
proven very unsatisfactory and the treatment at 
present is directed mainly toward a general hy- 
giene; free administration of water; low diet 
during the acute onset; a preliminary catharsis ; 
intestinal irrigation, and with many, the ad- 
ministration of intestinal antiseptics such as salol, 
betanaphthol, and bismuth. Latterly, the admin- 
istration of lactic acid bacilli has proven a val- 
uable addition. The culture should be fresh and 
known to be from a reliable source and given in 
full size doses. I am confident that many cases 
that I have seen during the past year have been 
much benefited by the lactic acid treatment. The 
disease has been cut much shorter; the toxic 
symptoms have been improved and we have been 
able to get the child back on a full diet much 
earlier than by using the older intestinal anti- 
septics. 





MYOMA AND PREGNANCY. 


Henry F. Lewis, M. D. 
CHICAGO, ILL. 
Professor of Gynecology and Obstetrics in Loyola University. 

Myoma of the uterus complicating pregnancy, 
labor and the puerperium may be a serious com- 
plication but is not necessarily dangerous. Our 
attitude to it has changed considerably during 
the last few years, tending towards a greater con- 
servatism than formerly. We no longer think 
it imperative to perform hysterectomy or even 
myomectomy, because we have made a diagnosis 
of fibroids coincident with pregnancy. Even 
many or large tumors have been found to adapt 
themselves to the growing pregnant uterus; to 
flatten out within the wall and often to cause 
little inconvenience. 

In many cases the tumors grow more rapidly 
during pregnancy than before; in others they 
diminish, even to the vanishing point. Aseptic 
necrosis of a tumor during pregnancy, probably 
due to diminishing blood supply beeause of pres- 
sure, sometimes leads to absorption. Opitz re- 


HENRY F. LEWIS 


349 


ports such a case where the tumor diminished 
from the size of an adult head so as to be no 
longer palpable. 

It is more common, however, for the tumors 
to take on an increased, even an excessive growth 
during pregnancy. In some instances hysterec- 
tomy is necessary because of severe symptoms due 
to the rapid enlargement. The subserous tumors 
are more likely to diminish and the intramural to 
increase. The former are usually pedunculated 
and receive their blood supply through a few ves- 
sels within the pedicle. Therefore this source 
of supply is more easily cut off as the uterine wall 
stretches with the enlargement due to the grow- 
ing ovum. The intramural fibroids receive their 
blood supply from vessels of the uterine wall 
which enter the tumor from all sides. These 
vessels are enlarged because of pregnancy and 
therefore supply an additional amount of nutri- 
tion to the tumor. 

Pedunculated submucous tumors are also very 
prone to become atrophied or necrotic. They are 
compressed between the uterine wall and the 
growing fetus much as a defective twin is some- 
times compressed into a fetus papyraceus. Fi- 
broid polyps may lie in the lower uterine seg- 
ment and be forced down in front of the present- 
ing part, sometimes being expelled before the 
fetus. Such tumors and the relatively uncom- 
mon cervical fibroids are often called fibromyo- 
mata previa. 

Schiitze reports two cases illustrating the ef- 
fects of necrosis of myomata upon the course of 
pregnancy. In the first, on account of torsion of 
the pedicle of a subserous myoma, laparotomy 
was performed and the tumor removed, along 
with a second myoma discovered at the time. The 
patient who was in the third month of preg- 
nancy, promptly aborted. One year later she 
went through a normal labor. In his second case 
signs of diffuse peritonitis caused him to remove 
a softened and rapidly developed myoma which 
lay deep in the uterine wall. The uterine cavity 
was opened and therefore he was compelled to re- 
move the five months’ ovum through the incision 
in the fundus. 

So-called red degeneration of myomata seems 
to be more prevalent during pregnancy than 
otherwise. Smith and Shaw report a series of 
cases. They divide red degeneration etiologically 
into two classes; thrombotic and angiomatous. 
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The thrombotic fibroids are of a deep red color 
which remains even when the specimen is placed 
in Kaiserling’s solution. There is no free blood 
on the cut surface or in the tissue of the tumor. 
The clinical symptoms are pain and tenderness in 
the abdomen, quick growth of the tumor, rise of 
temperature and of pulse. Sometimes the case is 
mistaken for rupture of an ectopic gestation sac 
and the true diagnosis is shown by the lapar- 
otomy. 

The angiomatous fibroids are bright red, which 
color dissolves in preserving fluids. The color 
arises from the large amount of blood in the tis- 
sue of the tumor and not from hemolysis and the 
hemoglobin content. The clinical symptoms are 
little more than slight bleeding and a feeling of 
weight in the abdomen. These angiomatous red 
degenerated fibroids are good media for micro- 
oganisms and therefore infection is not uncom- 
mon. 

Six cases of thrombotic and three of angiomat- 
ous red degeneration of fibroids were combined 
with pregnancy. 

The results of myomata upon labor are often 
marked. Dilatation is usually delayed. The in- 
fluence of the tumor varies greatly, depending 
upon its location in the uterus. Tumors in the 
upper two-thirds will usually flatten out and 
cause little trouble except as they interfere with 
contractions and thereby delay the progress of 
labor. 

Tumors in the lower portion of the uterus act 
as mechanical hindrances to labor by obstructing 
the parturient canal. They lie in front of the 
presenting part and prevent advance until they 
are pushed aside by its pressure upon them or by 
manual pressure. The amount of interference 
of such tumors depends upon seven factors: (1) 
size of the tunior; (2) degree of lowness of its 
position in the parturient canal; (3) degree of 
mobility allowed by its attachments; (4) size of 
the presenting part (usually the head); (5) 
roominess of the passages; (6) strength of the 
parturient forces; (7) obstetrical skill of the op- 
erator. 

The fetus is enabled to pass in spite of the ob- 
struction offered by the tumor because of three 
factors: (1) the tumor is forced out into the 
world ahead of the fetus, torn from its pedicle or 
attachments; (2) the tumor slips as far as pos- 


sible to one side and ascends, because its pedicle 
or attachments are strong enough to pull it up or 
the obstetrician is skillful enough to push it up; 
(3) the relative sizes of tumor and presenting 
part are such that the fetus is able to pass through 
the canal beside the obstructing tumor. 

Lynch has recently observed that abnormal 
presentations are much more frequent in the pres- 
ence of uterine fibroids than in the non-pregnant 
uterus. He found that breech presentation oc- 
curred in 22 and transverse in 18-per cent. In 20 
per cent placenta previa was observed and in near- 
ly 5 per cent, ectopic pregnancy. 

In Schauta’s clinic during the six years—1895- 
1900, there were 84 labors complicated with my- 
oma. Among these cases were 5 of breech and 4 
of transverse presentation. 

Labor is usually prolonged, especially in primi- 
parae. Troell of Lund, Sweden, found an aver- 
age duration in primiparae of thirty-three hours. 
Prolapse of small parts and of the cord results 
more frequently because of faulty presentations. 
The cervix dilates more slowly and the membranes 
rupture prematurely in a large proportion of 
cases. 

During the puerperium myomata often spon- 
taneously diminish in size. Sometimes for months 
after labor the uterus with its tumors appears on 
examination distinctly smaller than before 
pregnancy occurred. This tendency to decrease 
is sometimes intensified during lactation. Pro- 
longed lactation often causes a superinvolution 
of the normal uterus and may cause inhibition of 
growth of the tumors, composed as they are of 
similar tissue to that of the uterine wall, and ob- 
taining their nutrition from the same sources. 
Prolonged lactation has even been recommended 
by certain authors as a therapeutic measure. 

Myomata are probably affected by the ret- 
rogressive changes going on in the uterus dur- 
ing involution. They may become very small, 
even to complete retrogression. Gusserow and 
Doran each have reported 13 such instances. It 
is difficult to tell whether the diminution began 
during the puerperium or during the pregnancy. 
Even during pregnancy it is often not easy to 
differentiate between the growth of the tumor 
and that of the pregnant uterus itself. In most 
cases the physician has had no opportunity of 
examining the tumor or the patient before he is 
called to see her on account of pregnancy or 
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labor. Therefore, he seldom has any means of 
measuring the growth of tumor or uterus. 

In many cases it has been observed that fibroid 
tumors increase in size at each of successive 
pregnancies and diminish during each puerper- 
ium. 

As a general rule, however, although fibroid 

tumors may decrease during the puerperium and 
during lactation, yet they usually soon begin to 
grow again and continue their growth. In most 
cases it is probable that this renewed growth be- 
gins early after labor and continues at a faster 
rate. 
' A potent danger from. myomata in the puerper- 
ium is that of gangrene and infection. Espe- 
cially when lying low in the uterus, are they 
liable to trauma during the difficult labor, to 
have their blood supply impaired, or to become 
infected. Freund, Gemmel and LePage report 
recent cases where they were obliged, on account 
of necrosis and infection, to perform myomec- 
tomy or hysterectomy during the early days of 
the puerperium. 

On account of weakened contractions, complete 
exhaustion of the uterus, or interference with 
retraction due to the presence of fibroid masses 
in the uterine walls or cavity, post-partum hem- 
orrhage is not infrequently observed. The same 
causes often prevent spontaneous discharge of the 
placenta and interfere with manual expression by 
Credé’s method. Therefore manual removal of 
the placenta may be necessary with its attendant 
dangers of trauma and of infection. 

The placenta is sometimes implanted upon the 
endometrium immediately over the myoma. In 
such cases adherent placenta is very probable. 
Ruge reports two cases of insertion of the 
placenta upon the site of myomata of the an- 
terior wall. In both hysterectomy was required. 

Placenta previa is rendered more likely when 
the uterine canal is disturbed by fibroids, which 
may interfere with normal imbedding of the 
ovum. In such cases it will often be necessary 
to perform Cesarean section followed by hysterec- 
tomy. 

The diagnosis of myoma complicating preg- 
nancy or of pregnancy complicating myoma (two 
different things) is usually a matter of much 
difficulty. By the former I mean that the preg- 
nancy is the dominant feature and the tumor 
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secondary.. Pregnancy is observed and careful 
examination shows the presence of one or more 
myomata, either predunculated or relatively 
small sessile subserous tumors. In such cases 
pregnancy is diagnosed in the usual manner and 
examination shows the tumors. The most com- 
mon symptom indicative of disturbance due to 
these tumors is severe pain. Sometimes this is 
sudden, sharp and referred to the umbilical re- 
gion, or to the region where a tumor can be felt. 
Sometimes the pain is more gradual in onset, but 
its intensity is usually progressive. When a sub- 
serous fibroid undergoes torsion of its pedicle the 
main features of the attack are those of shock. 

In pregnancy complicating myoma pregnancy 
supervenes in a uterus already infested with 
fibroid tumors. In these cases the pregnancy is 
an incident, while the tumors represent the domi- 
nant factor. Diagnosis is peculiarly difficult in 
such conditions. Cessation of menstruation is a 
poor guide because the fibroids have usually 
caused such irregular hemorrhages with inter- 
vals of freedom from bleeding that the patient 
seldom makes much note of time in relation to 
her uterine flow. On the other hand hemor- 
rhages are frequent in such cases even when 
pregnancy does occur. Low attachment of the 
ovum may be caused by distortion of the uterine 
canal due to the tumors and consequently the 
placenta will be attached in the lower uterine 
segment. Thus we have another source of irregu- 
lar bleeding in spite of pregnancy. Abortion is 
frequent or even the rule in these cases where 
pregnancy intervenes in a uterus already the seat 
of many sizeable fibroids. In such cases the diag- 
nosis is often not made; indeed often not until 
examination of the specimen after hysterectomy. 

Abderhalden’s test would seem to be indicated 
to clear up the diagnosis. As yet many of us are 
not prepared to rely upon it as firmly as its advo- 
cates would have us. So much depends upon 
perfect technique in this test and perfect tech- 
nique is so hard to obtain that in practice we 
are often compelled to assume an attitude of 
doubt whether the test be positive or negative. 
I believe that there is a greater proportion of neg- 
ative results with Abderhalden’s reaction in cases 
of pregnancy plus fibroids than in normal preg- 
nancies and also that there is not infrequently a 
positive result‘in fibroids without pregnancy. At 
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best the test will be corroborative rather than con- 
clusive. 

Fuhrmann reports three cases which show the 
imperfect reliability of the Abderhalden reaction. 
The first is that of a nullipara on whom a laparo- 
tomy was undertaken with the intention of re- 
moving the uterus and appendages. When the 
belly was opened the uterus appeared to be preg- 
nant at the third month, therefore the operation 
was confined to removal of an ovary and loosen- 
ing of some adhesions. In spite of denials of 
the possibility of pregnancy the Abderhalden test 
was positive and the pregnancy progressed 
normally. 

A young multipara exhibited a uterus which 
was evenly enlarged so as to extend to the level 
of the umbilicus. The menses, however, had con- 
tinued regular to the day. Abderhalden’s re- 
action was negative. Under the narcosis for op- 
eration upon the supposed fibroid tumor a vaginal 
examination was made and fetal small parts were 
made out. The uterus contained a dead fetus of 
five months gestation. 

A multipara of forty-two years of age had 
menstruated regularly until six months before 
entrance ; for three months the abdomen had been 
progressively enlarging and now appeared like 
that of a seven months’ pregnancy, with scanty 
amniotic fluid. Abderhalden was positive, al- 
though the woman denied coitus for the past 
eight years. X-ray examination was doubtful. 
Laparotomy disclosed a papillary cystadenoma of 
the ovary, containing five liters of fluid. 

Interesting from a diagnostic standpoint are 
the not rare cases of myoma with ectopic preg- 
nancy. Here the indicated treatment naturally 
is salpingectomy with hysterectomy or myomec- 
tomy. Here also Abderhalden’s test will mislead, 
because it is likely to be positive on account of 
the extra-uterine gestation. On the other hand 
failures of the test are more common in cases of 
ectopic than entopic pregnancy. This is easily 
accounted for when we remember that the test is 
not supposed to be distinctive before the ninth 
week of pregnancy and most tubal sacs rupture 
or abort before that time. 


Treatment varies with conditions. The ma- 


jority of modern authorities recommend watch- 
ful waiting in cases of myoma complicating preg- 
Conservative treatment gives the best 


nancy. 
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prognosis. When, however, the tumors are very 
large or, especially, when some of them occupy 
the lower portion of the uterus where they 
threaten to obstruct delivery, it may be permis- 
sible to perform hysterectomy. This operation 
should be reserved for cases where it is evidently 
dangerous to allow them to go on to term. 

If severe symptoms appear when fibroids com- 
plicate pregnancy, that is, when pregnancy is the 
dominant condition and the fibroids are sec- 
ondary, enucleation is the operation of choice. 
The symptom indicating such interference will 
usually be severe pain. ; 

I have in mind a recent case of my own. The 
patient, a primipara of thirty years, was taken at 
about the sixth month with severe pain in the 
abdomen at the level of the umbilicus and about 
four inches to the right. A small movable lump 
about as large as a walnut could be felt in the 
region mentioned. This mass was so freely moy- 
able and seemed so near the skin that there was 
some doubt whether it was not an omental hernia 
through some weak place in the fascia between 
the rectus and transversalis. Pain continued so 
persistently and was so severe that operation 
seemed indicated. The incision was made over 
the tumor and continued into the peritoneal cav- 
ity, where it revealed a sessile subserous fibromy- 
oma on the fundus of the uterus near the inser- 
tion of the round ligament. This was removed by 
enucleation. The patient made a good recov- 
ery and was delivered of a normal child after a 
normal labor at full term. 

According to Scipiades only one-half of the 
cases of myoma and pregnancy go to term, al- 
though over three-fourths are delivered spon- 
taneously. He, with most others, recommends 
expectazit treatment during pregnancy. If severe 
symptoms call for intervention enucleation (my- 
omectomy) is recommended. Only in exceptional 
cases is hysterectomy advised. 

A recent series of seventeen cases of pregnancy 
and fibroids is reported from the Wiirzburger 
clinic. Six cases were treated conservatively; in 
four myomectomy was done during pregnancy ; in 
two myomectomy during the puerperium ; in one 
case myomectomy during labor; in four cases 
hysterectomy during pregnancy. 

Treatment during labor should follow con- 
servative lines until more strenuous indications 
appear. Fournier advises waiting four hours af- 
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ter beginning of pains before instituting radical 
measures. Pinard advises waiting even longer in 
breech presentations. Three-fourths of deliveries 
in the presence of fibroids are spontaneous. Op- 
eration requires strict indications but is impera- 
tive when these indications arise. The main indi- 
cation is obstruction. 

Some obstetricians still advise trial of version 
and extraction when the head is obstructed by a 
low-lying tumor. Others advise trial of the for- 
ceps. Both of these measures render inadvisable 
or dangerous the only proper treatment, namely, 
Cesarean section. The preponderance of ob- 
stetrical opinion in this country is by all odds in 
favor of Cesarean section in all cases where the 
labor is delayed by obstruction from any cause. 
This proposition has the corollary that conditions 
favorable to Cesarean section shall exist and be 
maintained. Therefore attempts to deliver by 
pushing up the obstructing tumor, by version and 
extraction, by forceps or by other purely obstetri- 
cal operative procedures are contraindicated. The 
conclusion is therefore inevitable that delivery 
should be by Cesarean section, after waiting a rea- 
sonable time to see whether spontaneous delivery 
is possible or probable. 

Troell, whose monograph, published in 1910, is 
exhaustive of the subject up to that time, has 
tabulated the operative treatment of myoma com- 
plicating pregnancy, labor and the puerperium as 
shown in the world’s literature for the decade 
1900-1909. A résumé of his tables follows: 

During pregnancy: Enucleation of tumor by 
laparotomy; 157 cases, 23 aborted, 5 deaths of 
mothers. 

Enucleation per vaginam ; 7 cases, 2 aborted, 1 
death. 

Supravaginal amputation; 128 cases, 1 death. 

Total hysterectomy ; 74 cases, 3 deaths. 

During Labor: Extirpation of tumor per va- 
ginam ; 14 cases, 1 death of mother, 5 of children. 

Enucleation by laparotomy ; 3 cases, no deaths 
of mothers, 2 of children. 

Conservative Cesarean section; 25 cases,* 3 
deaths of mothers, 1 child. 

Porro Cesarean section; 43 cases, 3 deaths of 
mothers, 4 of children. 

Cesarean section with total hysterectomy; 20 
cases, 2 deaths of mothers, 2 of children. 
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Cesarean section with enucleation of tumor; 
20 cases, 3 deaths of mothers, 2 of children. 

Total or supravaginal hysterectomy without 
opening of uterus; 15 cases, 2 deaths. 

Landau in a recent article has well epitomized 
the modern ideas of treatment of myoma in con- 
nection with pregnancy. He divides these cases 
into four classes : 

(1) Myomata, which give rise to no untoward 
symptoms during pregnancy and which threaten 
no complications during labor. These cases re- 
quire no treatment. 

(2) Myomata, which cause severe symptoms 
during pregnancy. These cases may require 
enucleation of the tumor from the gravid uterus. 
Landau reports fourteen such cases in which he 
performed myomectomy, thirteen of which went 
to term and several of which had normal labors 
later. 

(3) Myomata, which cause no symptoms dur- 
ing pregnancy, but which threaten complications 
at the time of labor. In these cases Cesarean sec- 
tion should be done at term, followed by hysterec- 
tomy. 

(4) Myomata, which threaten danger to life 
if the pregnancy continues. Artificial abortion is 
rejected by most modern authorities because of 
danger of complications, technical difficulties in 
its performance and the fact that it permits fur- 
ther pregnancies. In these cases hysterectomy of 
the gravid uterus is recommended. Landau had 
31 such cases, all with good results. 





PSEUDO-MYOPIA.* 
A. C. Raesparz, M. D., C. M., 


Professor of Ophthalmology, National University, St. Louis, Mo. 
METROPOLIS, ILL. 


This name given, unfortunately, to a condi- 
tion, or set of conditions, does not truly express 
the pathology of the case, but like other instances 
of misnaming we have come to accept it and 
understand what is meant by the term. There 
is really no such thing as a pseudo-myopia. The 
case is either one of myopia, or it is not myopia. 
A’ condition resembling something else, other 
than what it really is, should be given a name 
which would at once carry to the mind of the 
reader just what is meant and not a pseudo- 
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which might lead to a mistaken idea of the con- 
ditions present. 

Attention to this so-called condition was 
brought to the ophthalmologists several years 
ago, by whom I do not recall, but it has been 
brought forcibly to my attention several times, 
of which I will speak later. 

In order to intelligently understand what is 
meant by pseudo-myopia it will be necessary to 
go back and build up a case of myopia and then 
add to that the pseudo-variety. Myopia is com- 
monly known as “near sight,” and we speak 
of an individual who suffers from it as being 
“near-sighted” or myopic. The real conditions 
are as follows: A myopic eye is one in 
which the optical axis is too long. The an- 
terior and posterior poles are too far apart, 
or the refracting media, i. e., the cornea and 
lens, have too much curvature. Either of these 
conditions will cause parallel rays of light en- 
tering the eye to come to a focus somewhere in 
the vitreous body in front of the retina, instead 
of focusing on the retina as is the normal con- 
dition. In other words, a myopic retina is 
placed beyond the principal focus of the dioptric 
system and instead of a clear image on the re- 
tina there is a blur, because the rays of light 
have crossed in the vitreous and they strike the 
retina in a divergent manner. 

Patients suffering from myopia, hold objects 
near the eyes, nearer than they do in emmetro- 
pia or normal eyes, and still nearer than they 
do in hyperopia or far sight. When objects are 
brought closer to the eye, the image is thrown 
farther back and this is necessary in myopia 
because the axis of the eyeball is too long and 
the retina is beyond the principal focus, and to 
see distinctly the patient must bring objects 
nearer than the near point of distinct vision for 
the normal eye. 

The size of the retinal image depends upon 
the visual angle and the distance objects are held 
from the eye. The greater the visual angle the 
larger the retinal image, also the nearer objects 
are held the larger the image. By visual angle 
we mean the angle formed by lines drawn from 
the extremities of the object looked at, converg- 
ing at the nodal point or optical center of the 
dioptric system of the eye, then diverging to a 
corresponding point of the image on the retina. 
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If the object is brought closer—as in myopia— 
the visual angle is increased and the size of the 
retinal image is increased correspondingly. So 
this is why the myope holds objects closer than 
normal in order to see distinctly. 

Some cases of hyperopia or far sight in chil- 
dren simulate myopia, because the child holds 
objects too near in order to increase the size of 
the retinal image; also the same is sometimes 
true in cases of asthenopia or weak eyes. Im- 
perfect distant vision from hyperopia alone is 
uncommon in early life, and is only met with 
when the hyperopia is of high degree. Cases of 
this kind are frequently mistaken for cases of 
myopia. The child inclines to hold things very 
close because of his impairment‘ of vision, and 
by holding the object very near he gets a larger 
retinal image. Then his strong convergence is 
accompanied by a strong contraction of the 
pupil, which renders his retinal image more 
distinct. This is the condition known as pseudo- 
myopia; false or misleading symptoms which 
have caused many inexperienced refractionists 
and so-called opticians to prescribe concave 
glasses for hyperopic people. I have had many 
patients brought to me with the statement that 
they were “near sighted,” and could not see to 
read without bringing the book very near to the 
eyes, and not knowing the reason why, naturally 
supposed they were “myopic or near sighted.” 
I remember the case of a young lady teacher who 
consulted me several years ago and stated she 
always suffered from head-ache when she read 
much and being a teacher she was forced to use 
her eyes almost constantly during the day and 
had to prepare her work at night by lamp light. 
She had been prescribed for by a traveling spec- 
tacle peddler who had given her a minus 1.00D. 
and told her she would have to wear them con- 
stantly, or she would finally lose her sight. Pla- 
cing confidence in the quack she had obeyed 
orders for over a year, when she called upon me. 
She told me she was near-sighted and had to 
hold her book close to her face in order to read. 
When I measured her vision I found she had 
hyperopia of 2.00D. and when the glasses were 
put upon her face she remarked that “no one 
could know but her what a relief it was.” I 
earned her everlasting gratitude, relieved the 
headache and saved a very useful pair of eyes. 
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The main object of this paper is to call at- 
tention to the fact that all people that hold 
objects very near the eyes in reading are not myo- 
pic, but a great many do so to increase the size 
of the retinal image and enable them to see bet- 
ter, when in fact they are either hyperopic, astig- 
matic or asthenopic. 





NITROUS OXIDE-OXYGEN ANOCI ASSO- 
CIATION IN PRACTICE. 


Don W. Deat, M. D., 
SPRINGFIELD, ILL. 


In visiting large clinics where nitrous oxide is 
used in combination with nerve blocking, I was 
at once impressed with the superior technique 
and results obtained. At the same time I was 
impressed with the apparent difficulty of adopt- 
ing the method in the average operating room 
and became convinced that it must be limited to 
a few institutions that are especially fortunately 
situated. 

Later, however, I learned that a few surgeons 
in distant cities were successfully using the anoci 
technique, having adapted it to ordinary oper- 
ating room conditions. Upon learning this, I 
again visited Cleveland to further familiarize 
myself with the practical side of the work and 
to make arrangements for the training of my 
own anesthetist in the operating rooms of Lake- 
side Hospital. I was convinced that a well 
trained nitrous oxide anesthetist must be essen- 
tial to the safety and success of the method. 

I was fortunate in securing a physician not 
only willing to undertake the work, but keenly 
interested in it. 

After his training was completed at Lakeside, 
and after I had made other visits to Cleveland, 
we secured the special apparatus necessary and 
began, six months ago, to use nitrous oxide-oxy- 
gen anoci association and I have felt that its 
employment has been successful since the begin- 
ning. I appreciate that a large part of this suc- 
cess is attributable, not only to the well trained 
anesthetist, but, what is almost of equal im- 
portance, a permanent surgical assistant familiar 
with my personal methods and conversant with 
the principles of the anesthesia involved. 

In my opinion, Crile’s efforts in the last decade 
have added the greatest single factor in reducing 
aecident and mortality in surgical work and, in 
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addition to this essential advantage, the method 
returns the patient to normal health in the brief- 
est possible time. 

The prime object of this method is to operate 
with the production of the least possible amount 
of shock. Haste is not advised, but there is an 
advantage in acquiring that character of speed 
which comes with thought, training and ex- 
perience. Likewise, in the reduction of shock, 
the patient must approach the operation with the 
highest degree of optimism and the gentleness 
in handling the patient during the operation 
is an important factor in success. 

Worry and fear undoubtedly materially reduce 
the resistance, and the success of the surgeon and 
his assistants in instilling a spirit of optimism 
is an important part of the procedure. 

Briefly, the anoci theory, as taught by Crile, 
assumes that potential energy is stored in the 
brain, liver and supra-renals and that the dis- 
charge of this energy, when sufficiently intense 
and protracted, is productive of the extreme con- 
dition called exhaustion or shock. Shock then is 
the result of the excessive conversion of potential 
into kinetic energy in response to the essential 
stimulation and this results in the same degenera- 
tion of brain cells and other changes that are 
found in hemorrhage, starvation, worry, in- 
somnia and excitement. 

These changes in the brain cells follow surgical 
operations or trauma, even though the patient be 
under ether narcosis. The fact that the patient 
is unconscious does not prevent the production of 
shock. Sensation reaches the brain unless the 
nerves carrying the stimuli are blocked. 

Anoci, as described by Crile, contemplates all 
prevention of shock and includes the reduction of 
fear. It includes the administration of nitrous 
oxide; the blocking of all nerves with novocaine 
before the tissues are cut; the gentle handling of 
the patient; carefulness in handling the tissues 
at the time of operation; injection of quinine 
and urea hydrochloride around the field to block 
off pain after the patient has awakened and the 
post-operative administration of sedatives if 


necessary. 

With the idea of preventing shock, it is my 
routine practice to give the patient 1/6 grain of 
morphin and 1/150 grain of scopolamin by hypo- 
dermic a half-hour before operation. 


This re- 
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duces worry and also reduces the amount of anes- 
thesia otherwise required. 

The selection of the anesthetic for inhalation is 
a matter of great importance to this method and 
has a decided influence upon shock prevention. 
Shock and degeneration of the brain cells are 
produced by the rapid conversion of potential 
into kinetic energy and in this change oxygen is 
a necessary factor. One would expect to find 
that a given amount of trauma under an anesthe- 
tic like nitrous oxide, which prevents oxygen 
reaching the brain, would produce less shock than 
an equal amount of trauma under ether which is 
a lipoid solvent. Crile has shown experimentally 
that, with the same trauma, the shock is three 
times greater under ether than under nitrous 
oxide; that the fall of blood pressure is two and 
one-half times greater under ether. 

In this experimental work, the condition of 
the animal was always noticeably worse under 
ether narcosis and that the toxic action of ether 
is much greater seems beyond argument or dis- 
cussion. In my work in the operating room I 
constantly notice the protective effect of nitrous 
oxide. The odorless gas is much more pleasant 
than is ether, which gives the patient a feeling of 
suffocation and causes a certain amount of ex- 
haustion, which is spared the patient in taking 
gas. Nitrous oxide is not only odorless; but 
few inhalations produce unconsciousness. 

It is known that ether destroys the phagocytes, 
thus increasing the chance of infection, and not 
only is the immunity of the patient thus im- 
paired, but there is also an increase in the coagu- 
lation time of the blood caused by dissolving 
many of the body lipoids. 

In two step operations gas is especially desir- 
able since the patient, having experienced no 
distress with the initial anesthesia, returns for 
the larger operation without concern and thor- 
oughly reassured. 

This method is superior to spinal anesthesia 
in which there is complete blocking of all oper- 
ative trauma; but in which we cannot block 
psychic trauma. By the anoci method, pneu- 
monia is reduced more than fifty per cent; post- 
operative nephritis becomes extremely rare ; there 
is less likelihood of nausea and nourishment may 
be given relatively early. Often the patient does 
not miss a single meal. 

Ordinarily, after anoci,. only sedatives are 
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necessary and morphin in rarely indicated. The 
average case is so free from pain that the saving 
to the brain cells is enormous. 

Occasionally, nitrous oxide alone does not give 
sufficient relaxation for operation. In such cases 
we never push the gas to the point of cyanosis, 
but add three or four per cent. of ether to the 
anesthetic for a few minutes. When relaxation 
occurs, we immediately return to the straight 
gas and oxygen and maintain relaxation. 

We have never found it necessary to administer 
more than two or three drams of ether and at no 
time has the patient been conscious of its admin- 
istration. In those cases in which it was found 
necessary to administer this small amount of 
ether, I am satisfied that a pound would have 
been required had ether been employed alone as 
the means of anesthesia. 

In the hands of an expert gas anesthetist and 
one who uses anoci technique well, there is no 
question but that it is the safest of all anesthetics. 
At Lakeside Hospital, 35,000 such anesthetics 
have been given without mortality and Thomas, 
who has collected data on 271,000 consecutive 
gas anoci anesthesias, reports but one fatality. 
However, I believe that it is not more safe than 
ether when administered by an inexperienced 
person. Without my anesthetist and assistant, 
I should personally prefer ether. 

In using gas, one must prevent the impulses 
of the operative field reaching the brain, and this 
is done by the use of infiltration of novocaine. 
Not only does this tend to prevent shock, but it 
reduces the amount of nitrous oxide required to 
a thoroughly safe point. Local anesthesia alone 
will prevent the impulses of the operative field 
reaching the brain; but the psychic ordeal, in 
‘knowing that the abdomen is open, may break 
down the strongest patient. Then, too, the re- 
laxation is not satisfactory under local anesthesia 
alone and the patient is not entirely free from 
pain. In the combination of nerve blocking and 
the inhalation of gas, the inhalation anesthesia 
excludes the psychic stimulation of the brain 
cells and the local anesthesia protects the brain 
from the shock from the operative field. In this, 
it seems to be the ideal anesthetic. 

The loss of body heat is not noticed in gas 
anesthesia and sweating is rare. 

Since ether is so generally used, surgeons have 
come to accept as a matter of course post-opera- 
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tive pain, nausea and vomiting and post-opera- 
tive neurasthenia. It is difficult for them to con- 
sider operative cases without discomfort of any 
sort. Permit me to recite briefly the record of 
a recent case of appendicitis. The appendix was 
not an easy one to deliver; but the case was clean 
and no drainage was required. 

Mr. P. C. of Jacksonville, Ill, was operated on 
under gas anoci anesthesia at 10 a.m. The appendix 
was removed through a one-inch incision and the 
operation was completed in ten minutes. The patient 
did not go to bed after the operation, but awakened 
in the operating room before the dressings were ap- 
plied and was placed on a wheel chair, where he staid 
until 4 p. m., when he was allowed to dress and to 
walk about the hospital. All of this time and during 
the time following he was entirely free from dis- 
comfort of any sort. The next morning he walked 
to a corner drug store, where he smoked a cigar, 
and at 12 o'clock he took a train for home—just 
twenty-six hours after the operation. He went about 
without the least inconvenience and the wound healed 
by first intention. 


I have always let my patients up early after 
this incision and have never had a single case 
in which I regretted such action. In my entire 
experience I have never had an embolus develop 
and have noticed but two herniae, both of which 
developed in patients who were in bed for an 
unusually long time after operation. Van Hook, 
R. Morris and Bayard Holmes have had similar 
experience in their many years of practice. In 
all cases, vomiting is reduced to the minimum 
and it is rare to have the patient vomit at all. 
Post-operative pain is reduced by gentleness in 
handling the tissues and by blocking of the in- 
cision with a 1 to 500 solution of quinine and 
urea hydrochloride. The effect of this quinine 
and urea hydrochloride lasts from one to three 
days and either stops post-operative pain alto- 
gether or minimizes it.. The solution used is so 
weak and is injected so far from the suture line 
that no bad effects have been noted from it 
whatever. 

It is essential not to use much traction upon 
tissue and not to deliver tumors by assault. 

The probability of post-operative neurasthenia 
is reduced because pain, shock and other degen- 
erative factors of the brain cells are reduced un- 
der anoci and, although the operation may be 
protracted for an hour or more, the pulse is not 
accelerated. In fact, at the end of operation, 
the pulse is often ten to twenty beats slower than 
at the beginning. The so-called “painful scar” 
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on the brain is not produced. Inasmuch as 
shock does not reach the brain cells, the changes 
are negligible. 

It is also noticed that backache is very rare 
under anoci. 

In acute infections, such as peritonitis, ni- 
trous oxide has a special advantage, in that it 
does not reduce the resistance by breaking down 
the phagocytes as is done by such lipoid solvents 
as ether. In fact, shock and reaction, so often 
seen after operation for peritonitis, is not no- 
ticed when gas anesthesia is employed. There 
is no elevation of the temperature curve at any 
time. Gas preserves the body’s energy and pro- 
tects the brain cells from trauma. 

In the absence of violent, dangerous reaction, 
with a sharp temperature curve, one never has 
the feeling that he has actually done harm in 
operating on certain cases of peritonitis, as he 
does in cases operated on under ether. 

In rectal work done under anoci, the post- 
operative condition is changed from one of ex- 
treme pain to one of relative comfort. 

In conclusion, permit me to give the history 
of a case of general peritonitis to demonstrate 
the method we employ in treating this condition. 

First, we believe that Fowler’s position is in- 
dicated and that, in operative cases, it is better 
to give the gas anoci because resistence is not 
broken down and there is no reaction. A solu- 
tion of 1 to 500 novocaine is injected into the 
skin and fascia before the incision. The drainage 
should be carried to the lowest level of the pelvis 
and should remain there until the acute symp- 
toms have subsided. Following these lines, I 
have yet to see reaction following an operation 
for peritonitis. The pulse and temperature are 
not elevated ; but, on the other hand, are usually 
reduced by the operation. Quinine urea is in- 
jected into the fascia and also into the peri- 
toneum about one inch from the line of sutures. 

Following the operation, hot moist dressings 
are applied over the entire abdomen. By rectum, 
we give, by the drop method, a solution of sodium 
bicarbonate and glucose, using one ounce of each 
to the quart of water. 

Ochsner’s dietary is carried out. No cathartic 
is given; but enemata are substituted. Mor- 
phin is given freely until the respirations are 
down to normal or until the patient continues 
to sleep. Stimulation is very rarely given. 
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Occasionally one is called upon to operate in 
profound shock, or following a severe hemor- 
rhage and, in these cases, a direct transfusion of 
blood is employed. In a recent case, I did a 
transfusion and, within a very short time, the 
hemaglobin rose from 30 to 70 per cent. The 
operation was then performed with safety. 

Human blood is the only ideal form of trans- 
fusion since any other fluid will pass directly 
from the blood vessels into the surrounding tis- 
sues without being of any material benefit to the 
patient. 

SUMMARY. 

1. Nitrous oxide oxygen is much more agree- 
able to the patient. (a) More agreeable to in- 
hale. (b) No unpleasant after-effects. 

2. It aids materially in reducing shock. 

8. It is safer than ether when administered 
by a skilled anesthetist. (a) Immediately. (b) 
Ultimately. 

4. Less post-operative suffering following 
anoci. 

5. Administration of novocaine prevents 
shock and reduces the amount of gas necessary 
for anesthesia. ; 

6. Quinine and urea hydrochloride reduce 
after pain. 





CHRONIC GONORRHEA IN THE MALE.* 


Jos. L. Borum, M. D., 
ST. LOUIS, MO. 


Abstract. 


This subject has been selected by me because 
I believe it is an important etiological factor in 
many complicating diseased conditions of the 
viscera, bony and muscular structures either dur- 
ing or following gonorrheal diseases of the 
genito-urinary tract. The systemic symptoms of 
chronic gonorrhea occur by reason of either a 
prolonged gonococcal toxemia which manifests 
itself by exacerbations with chills, fever, myal- 
gia, arthralgia, gastric disturbances and at times 
mild endocarditis. Very seldom during the 
chronic stage is the gonococcus found in the cir- 
culating blood, but rather toxins are absorbed 
from some local point of infection somewhere in 
the genito-urinary tract. On the other hand, if 
ther» is not a hematogenous infection gonococci 
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may travel along in the lymph stream resulting 
in a lymphogenous infection. These routes are 
the cause of as many complicating conditions as 
transmission of the gonococeus by direct con- 
tinuity of mucous membrane. Bursitis is very 
common, especially of the bursa on the os calcis 
below the tendo achillis. Frequently exostoses 
of bone of gonococcal origin is seen most com- 
monly on the os calcis. 

In order to institute a treatment of a disease 
we must know its exact lesions. Just as diagnos- 
tic precision is essential in disease of the larynx, 
eyes, Jungs, heart, etc., so it is with the diseased 
urethra and its adnexa. The term chronic ure- 
thritis, therefore, is as vague as gastritis or oph- 
thalmia. Finding the gonococcus proves the con- 
tagious nature of the discharge. Still the absence 
of the gonoceccus does not authorize a contrary 
conclusion, since in most chronic cases the gono- 
coecus is found more as an exception than a gen- 
eral rule. 

To arrive at a precise diagnosis and apply a 
rational therapy, we must resort to urethroscopy. 
The urethroscope enables us to follow step by step 
the progress of the cure and to recognize when 
the patient may be considered as well. We 
must, therefore, agree that the reliance on bac- 
teriologic and microscopic methods solely for 
diagnosis without using clinical means is a one- 
sided procedure and in no case should one method 
be used alone but all three combined. The local 
symptoms may show either a urethral discharge 
or merely a glueing of the lips of the meatus in 
the morning or a single morning drop and no dis- 
charge whatsoever. The urine may be macro- 
scopically clear so that the urine serves for no 
purpose of clinical diagnosis. By far the larger 
number of cases of chronic urethritis and com- 
plications pass shreds in the urine. Such shreds 
are often misinterpreted by many physicians, 
who mislead themselves and the patient by reason 
of a serious misapprehension, that while there 
are shreds or filaments in a patient’s urine he is 
not cured of a gonorrhea. The presence of small 
numbers of non-bacterial shreds in clear urine 
does not necessitate treatment; they may persist 
for many months or years and are harmless. This 
is a point well worth remembering in making life 
insurance examinations. Uretlfral shreds con- 
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epithelial cells in varying proportion with or 
without bacteria. . 

The three cardinal principles of diagnosis in 
chronic urethritis consist in ascertaining the posi- 
tion of the lesion, in recognizing its nature and 
in forming a conclusion as to whether the con- 
dition is an acute exacerbation on chronically 
diseased mucosa or not. Therefore, examination 
of urine, palpation and rectal examination and 
microscopical examination of a discharge, if any, 
and urethroscopic examination are all essential 
for a proper diagnosis in order to follow a ra- 
tional line of treatment. 

The first step is to determine the presence or 
absence of the gonococcus. To successfully treat 
chronic gonorrhea as well as other genito-urinary 
diseases requires a bacteriological laboratory an- 
nexed to the office. Examination of a smear 
from the urethra is only a small factor in the 
chain of corroborative diagnostic evidence. 

So-called sexual neurasthenia is a vague term 
and is, as a rule, due to chronic urethritis either 
of gonorrheal or non-gonorrheal origin, which 
sooner or later diseases the prostate gland and 
seminal vesicles. 

This condition exists in a very large percentage 
of our male population. The urethroscope bears 
the same relation to the urethra as the stetho 
scope does to the heart or the x-ray to fractured 
bone. The urethroscope permits us to tell ex- 
actly in which portion of the urethra the lesions 
are tobe found. For diagnostic purposes it gives 
infinitely more accurate information than any 
other method of examination. 

For therapeutic purposes it gives the means 
of treating lesions with astonishing precision so 
that it is absolutely indispensable in the treat- 
ment of chronic urethritis. Without our serolog- 
ical tests today, we would be at a loss to de- 
termine whether gonorrhea or syphilis in a given 
case is cured or not. 

Just as the Wassermann test is a sine-qua-non 
in the treatment of latent syphilis, so is the 
gonorrheal complement fixation test in chronic 
. gonorrhea. This test should be made in all 
cases of previous chronic gonorrhea contemplat- 
ing matrimony. I never give my consent to 
marry until such a test is made. From the 
statistics of my laboratory in about 85 per cent 
of cases it shows whether or not there is a gono- 
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coccal nidus still in the patient. Just as im- 
portant as any mechanical or medicinal agent in 
treatment is the use of vaccines and serums. 

In acute gonorrhea, by a long series of tests 
and experiments in several hundred cases, I have 
concluded that vaccines should not be used and 
are of no benefit, for at times they do a great 
deal of harm. In chronic cases, however, vac- 
cines have an efficient field. I use altogether 
autogenous vaccines made in my own laboratory 
and do not rely on stock vaccines made by the 
manufacturers. Get a culture of the patient’s 
germs from his prostate and seminal vesicles and 
urine and then make up his autogenous vaccine. 
While all cases are not cured alone by the use 
of vaccines so prepared, still they are indispens- 
able in treatment. Often in chronic gonorrhea I 
have found the colon bacillus infecting the kid- 
ney pelvis and a staphylococcus and gonococcus 
infection of the prostate gland and seminal 
vesicles. 

Hence a combined vaccine of these three micro- 
organisms- must be made and we will come 
closer to hitting the bull’s eye in treatment. 

When may a gonorrheic patient get married? 

We must repeatedly examine his urinary 
shreds microscopically, by staining, and finding 
no gonococci we must go farther. Apply a pro- 
vocative injection of one or two per cent. silver 
nitrate solution to the urethra; a reactive irrita- 
tion of the mucosa causes a discharge more or less 
copious and of short duration. Examine such a 
discharge several times for gonococci. Failure to 
find same does not now justify as in drawing a 
negative conclusion. We must now resort to cul- 
tures with serum agar, etc., which requires the 
skill of one versed in bacteriological technic. 
Make a complement fixation test of the blood. 
Now if all these are negative we have decided the 
question from a bacteriological standpoint. 

We must now examine the whole urethra with 
urethroscope and possibly the urethral mouth of 
the bladder with a cystoscope in order to elim- 
inate the presence of any lesion, such as erosions, 
beginning urethral strictures, etc. We may then 
give our consent to matrimony, supplementing 
same with a statement such as this: I have used 
all scientific means of investigation known to 
the medical world. I find these tests to be nega- 
tive. While it is still possible that you may have 
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some latent gonococcal focus in your genito- . 


urinary tract it is not apparent to me. With 
this knowledge I give you I am relieved of any 
and all responsibility. 





NOT VERY WELL KNOWN CAUSES OF 
HEMATURIA.* 


JoserH WELFELD, M. D., 


CHICAGO. 


Attending pig a at St. Mary’s of Nazareth Hospital, Ameri- 


can Hospital and West Side Dispensary. 

The medical profession at large has been rather 
slow to recognize the appearance of blood in the 
urine as .a symptom of great importance. This 
importance being not generally admitted, it be- 
hooves us to seek out all possible causes for such 
a symptom and particularly to direct our atten- 
tion to certain conditions which as a rule are not 
generally thought of in connection with hema- 
turia, especially the cases of profuse hemorrhage. 
The average medical man is in the habit of 
ascribing such cases as these to one of two condi- 
tions, either a tumor of the bladder or a surgical 
kidney. Their views being narrow, they are 
likely to overlook the possibility of other condi- 
tions which may be the real etiologic factor. 

At the very outset I am free to state that the 
urethra itself may be the cause of profuse re- 
curring hemorrhages from either of the two fol- 
lowing pathologic conditions : 

Quite frequently, as a result of a gonorrheal 
infection fissures or rhagades form in the urethral 
mucosa which, as linear ulcers, become covered 
with granulomata. Such granulomata invariably 
harbor nests of gonococci, which keep up a con- 
stant reinfection of the remainder of the urethral 
mucosa. Incidentally they show a tendency to 
bleed freely. This car readily be demonstrated 
through the urethroscope by touching these little 
growths with a urethroscopic carrier which in it- 
self is sufficient to start up a profuse hemorrhage. 
Pathology of this type is more frequently observed 
in female than male urethras. 

The other source of urethral hemorrhages just 
alluded to may be found in the granulations 
which so often develop behind a stricture. While 
in most instances these granulations are dry and 
produce only occasional blood stained discharge, 
a‘ter repeated sounding they are more apt to in- 
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crease in vascularity, become more spongy, and 
bleed furiously especially after instrumentation 
or intercourse. This condition occurs with equal 
frequency in both sexes. 

As to hemorrhages of vesical origin it is safe 
to state that they are more frequently caused by 
inflammatory conditions than by neoplasm. 
Starting with the less frequent solitary ulcers 
we may mention incrusting cystitis, loss of trig- 
onal epithelium, and the more frequent inflam- 
mation of the vesical mucosa overlying a hyper- 
trophied prostate. 

The etiology of the so-called solitary ulcer is 
somewhat obscure. The generally accepted theory 
is that they are due to chemotactic influences 
in the same manner as gastric and duodena! 
ulcers, These ulcers are best observed during an 
attack if the bladder is flushed out and a cysto- 
scope is quickly introduced with the window 
pointing toward the vertex, their most common 
location. One of two phenomena may be seen— 
either a blood vessel spurting from the bottom 
of the ulcer or a firmly attached coagulum sway- 
ing in the filling fluid. 

In women there is occasionally observed a con- 
dition which, although described by several 
authors, has never been closely analyzed as to 
etiology and pathology. In such cases one sees 
the whole trigonum in a fluffy condition. The 
normal sheen of the mucosa is absent and there 
are no blood vessels to be made out. The whole 
trigonum appears as though covered with cotton 
while in between the floating partially detached 
epithelial rags blood is seen filtering out and 
dissipating through the filling fluid. 

In the course of a colon-cystitis in women one 
often observes denuded spots covered with phos- 
phatic deposits. It seems that the sharp edges of 
the phosphate crystals produce a trauma of the 
mucosa which results in hemorrhages of varying 
degrees. -This connection has often been proven 
by the hemorrhages ceasing after the eradication 
of the phosphates through bladder flushings with 
salicylic acid solutions and the internal adminis- 
tration of acids even though the cystitis proper 
may be scarcely influenced. 

In old men profuse vesical hemorrhages may 
arise from an inflammation of the mucosa over- 
lying a hypertrophied prostate. Such hemor- 
rhages may be very severe if’after a prolonged 
retention the bladder is emptied by sudden 
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catheterization. A cystoscopic examination exe- 
cuted under proper precautions will reveal the 
source of the bleeding. Such pictures are espe- 
cially clear and instructive if a retrospective 
cystoscope is used. The observer will see that 
the mucosa, owing to its extremely swollen condi- 
tion, is thrown into folds over the prostatic bulg- 
ing and at various points blood trickles over these 
thickened indurated margins. 

Varicosities of the bladder mucosa may also 
lead to hemorrhages in the same way as a burst- 
ing varix elsewhere will bleed. It is rather in- 
teresting to note that for quite a while the occur- 
rence of varices in the bladder was denied by the 
foremost urologists, as for instance by Dittel and 
hy Nitze in the early days of his cystoscopic work. 
Varices in the bladder of pregnant women are less 
often observed than is generally supposed, as 
stasis is less likely to take place here than in the 
dependant parts of the body. 





THE TREATMENT OF THE GESTA- 
TIONAL VARIETY OF PUERPERAL 
ECLAMPSIA.* 


W. A. Newman Dortanp, A. M., M. D. 
Prefessor of Gynecology, Post-Graduate Medical School; Pro- 
fessor of etrics, Chicago College of Medicine 
and Surgery. 

CHICAGO, ILL. 

My object is bringing this very interesting sub- 
ject before you this evening is to emphasize cer- 
tain phases of the matter, especially along the 
line of treatment, which may be either altogether 
overlooked, or which by many physicians are but 
vaguely understood. The eclamptic seizure, as 
we know, appears in the great majority of 
the cases—or 60 per cent.—during the actual 
process of parturition. In 20 per cent. the 
attack does not come on until after the 
birth of the child; in the same num- 
ber of cases, or 20 per cent., the seizure oc- 
curs before the woman has fallen into labor. 
Generally this will be at some time in the last 


and 


trimester, although DeLee records a case in the 
tenth week of pregnancy, and fatal cases have 
been reported in the third, fourth and fifth 
It is with these gestational cases that 
this paper is especially concerned. 


months. 
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The two clinical types of gestational eclampsia. 
—The toxremias of the child-bearing woman are 
more or less closely correlated, as we are now be- 
ginning to appreciate, and are especially con- 
cerned with three vital organs, the liver and the 
kidneys. In some women the tremendous strain 
to which their entire body-system is subjected 
during pregnancy manifests itself primarily 
upon the liver, and these women develop the 
pernicious vomiting of pregnancy, acute yellow 
atrophy of the liver, or the hepatic type of 
eclampsia. In others the kidneys yield first, and 
in them the kidney of pregnancy and the nephri- 
tic type of eclampsia develop. It i& obligatory 
then, as has been shown by Lynch and Webster,’ 
to differentiate clinically between these two 
types of eclampsia, the nephritic and the hepatic. 
The former, the renal type, is characterized by 
the usual urinary signs of renal trouble—albumin 
in large quantity, casts and urinary suppression 
with marked edema of the body; while the he- 
patic type shows great acidosis in association with 
acetonuria, diaceturia and high ammonia output, 
generally without urinary suppression and without 
edema of the tissues of the body. These hepatic 
patients are those dangerous cases which show no 
albuminuria until after the eclamptic seizure, and 
in which the albumin and casts rapidly disappear 
after the cure of the convulsions. The uz" 
the nephritic type, on the other hand, clears very 
slowly, the albumin persisting for six months or 
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more in most instances. The general impres- 
sion among physicians is that the kidney of preg- 
nancy is the pre-eclamptic condition; but this 
view entirely overlooks the other, smaller, but 
much more dangerous condition of hepatic break- 
down. In this connection then, I would em- 
phasize the very vital point, namely, the impor- 
tance of recognizing in any given case, not so 
much the presence of albuminuria as the degree 
of urinary toxicity; for the law must stand, that 
lessened urinary toxicity means increased hemic 
toxicity, and it is this increasing toxicity of the 
blood which is the direct cause of the eclamptic 
seizure. 

The relationship existing between the arterial 
tension and the eclamptic seizure.—This is 
brought about in the following manner: The ac- 
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cumulation of the toxins in the blood due to the 
lessened nitrogen output produces an irritable 
e*ndition of the arterioles over the entire body. 
‘hese are contracted to such a degree that the 
heart finds difficulty in forcing the blood through 
them. There results a steady rise in the arterial 
cension, and this rise is in direct ratio to the 
intensity of the hemic poisoning. This is true of 
the vast majority of the cases, although Lynch? 
has called attention to the fact that “while ec- 
lampsia generally gives warning of its approach 
by a rise in the blood pressure, the disease may 
occur without warning of urinary or blood-pres- 
sure phenomena.” So exceptional is this, how- 
ever, that it may be discounted in the present 
study; and the high arterial tension may be re- 
garded, as Haultain® emphasizes, as having much 
to do with the actual convulsive seizure. It is 
usually, though not invariably, associated with an 
increase of the pulse-rate. According to Evans,‘ 
the arterial tension in the pre-eclamptic and ec- 
lamptic states varies from 140 to 200 milli- 
meters, and immediately before the convulsion is 
170 to 190 millimeters in most cases. He gives 
the following axiom: “In cases of hepatic and 
renal insufficiency in pregnancy a rising blood- 
pressure is indicative of danger, and 160 mil- 
limeters of pressure is to be placed as the danger 
limit.” 

It may be granted, therefore, that a high ar- 
terial tension predicates the early appearance of 
an eclamptic seizure which may very promptly 
kill the patient, or which may result in certain 
accidents that may ultimately have a fatal ter- 
mination ; for some eclamptics die not from the 
seizure itself, but from various cerebral condi- 
tions, such as edema or congestion of the brain or 
forcible rupture of a cerebral vessel during the 
attack. Britz® gives the following figures ob- 
tained from necropsies conducted upon puerperal 
eclamptics, in stating the cause of death; edema 
of the brain, 42 per cent.; congestion of the 
brain, 30 per cent.; apoplexy, 3 per cent.; un- 
altered brains, 10 per cent. It becomes evident, 
therefore, that the primary duty of the accoucheur 
is to prevent, if possible, the onset of the eclamp- 
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tic seizure ; or, this failing, to control as speedily 
as possible the convulsion and prevent its re- 
currence. 

Indications for the treatment of gestational 
eclampsia.—Bearing in mind these vital facts in 
the etiology and pathology of puerperal eclamp- 
sia, what are the practical applications to be made 
in those cases of the disease which develop during 
the closing weeks of pregnancy before the labor 
pains have been instituted? Occurring during 
parturition, after the control of the spasm by the 
usual method of chloroform inhalation, a speedy 
extraction of the child can be accomplished by 
forceps or version and the eliminative treatment 
for the toxemia begun. In the gestational cases, 
however, quite a different problem is presented. 

If we accept the belief that the high arterial 
tension with resultant cerebral irritation is the 
direct cause of the eclamptic seizure, it stands to 
reason that the primary and immediate duty of 
the medical attendant is to eliminate this ominous 
factor. It is right here that I wish to express 
myself as utterly opposed to the Stroganoff 
method of treatment—the use of chloroform, 
chloral and morphin. It was Loomis of New 
York, who a quarter of a century.ago advocated 
the use of morphin in large doses, one-half grain 
hypodermatically, in all cases of uremic coma 
with or without eclampsia. I have used this 
treatment, and have watched the respirations fall 
to eight per minute, and I have had complete re- 
covery follow. But I have also seen the same 
method promptly followed by severe and repeated 
eclamptic seizures with fatal results. The secre- 
tions of the body are already more or less sup- 
pressed ; there is commonly a total urinary sup- 
pression. What then, is the rationale of ad- 
ministering in large doses a remedy the action of 
which will still further dry up the body secre- 
tions? I must confess it does not seem to me to 
be a rational form of treatment, even if it is 
claimed that it is done to alleviate the intensely 
nervous condition of the patient. There is an- 
other and far safer method of achieving this de- 
sirable end without running the risk of adding 
to or prolonging the conditions of more or less 
total suppression of the body secretions. 

Of course, if the circulation of toxins in the 
blood, a high degree of hemic intoxication, is the 
basal condition in the eclamptic seizure, it must 
be admitted that this can be very promptly at- 
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tacked and materially lessened by the perform- 
ance of venesection. In a plethoric individual 
this can be done with impunity; but what shall 
be said of this method in that grave and common 
form of eclampsia with anemia? Here it is ab- 
solutely contraindicated; and in any case there 
is a very general aversion to blood-letting; it may 
be because of its depressing psychic effect. 


THE GREAT VALUE OF VERATRUM VIRIDE IN 
ECLAMPSIA, 


It is my desire to put myself on record as being 
a hearty advocate of the use of veratrum viride as 
the initial step in the treatment of these patients, 
whether they be seen in the pre-eclamptic or post- 
eclamptic state. This remedy, very popular in 
the eastern portion of our country, is rapidly 
gaining ground elsewhere. It has stood the test 
of experience in the hands of many expert ob- 
stetricians in the country; and its most strenuous 
opponents are those who, when directly asked, 
admit that they have not given the drug a fair 
trial, or even have not used it at all. Since 
Fearn,® in 1871, advocated the use of this drug 
for this purpose there has been a steadily increas- 
ing recognition of the value of the method of 
treatment. Thus Jewett,’ in 1887, recorded 22 
cases so treated with 4 deaths; a mortality of 18 
per cent. Rushmore* the same year recorded 85 
cases with 20 deaths; a mortality of 23% per 
cent. Trimble treated 26 cases with veratrum 
viride with 3 deaths; a mortality of 11.5 per 
cent.; while 24 cases treated by him by other 
methods showed 6 deaths; a mortality of 25 per 
cent. Mangiagalli® reported 18 cases with but 
one death not due to the eclampsia. More re- 
cently, Hirst*® has used veratrum viride in 200 
cases or more with most gratifying results. 
Kirkley™ states positively that “veratrum viride 
stands, next to venesection as an anti-eclamptic. 
It diminishes blood-pressure and promotes 
elimination by the kidneys and skin.” Zinke™ 
heartily recommends the use of large doses of 
veratrum viride, in some case combining it 
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with large doses of chloral per rectum. He dep- 
recates the employment of Stroganoff’s treat- 
ment in eclampsia. Haultain™* is most emphatic 
in his endorsement of the drug, preferring to 
use it, however, in the form of veratrone, 1 c.c. 
in sterilized ampules. He states that its action 
is not only marked but exceedingly rapid; the 
pulse is reduced in many instances as low as 50 
beats per minute, and he claims that a pulse of 
60 or below indicates a tension which is con- 
sistent with safety. In this stand he is sup- 
ported by Beck™* of South Africa, who also uses 
the veratrone, and by Wallace.** Newell** has 
used the remedy with satisfaction since 1892; 
and Wiley** of Kansas, emphatically endorses its 
use and deprecates the attitude assumed by cer- 
tain observers opposed to the method as un- 
warranted by the published reports. 

My personal experience with veratrum viride 
covers about twenty years. During this time I 
have used the drug in a large number of eclamp- 
tics in private work and in consultation with- 
out a failure, and with but one death, which 
occurred on the seventh day from a right-sided 
hemiplegia, following an apoplexy which devel- 
oped during the second convulsion. In other 
cases in which the drug was not used I have had 
a number of fatalities. Probably the most 
startling and brilliant result in my experience 
was the following: 

One week prior to my departure from Philadelphia 
to take up my work in Chicago, I was called, at 8 
o'clock in the morning, from the breakfast table at 
the Union League, by Dr. J. S. Parker. He asked 
me to come at once to see with him a young primipara 
near Darby, Pa. She was but 19 years of age, of large 
physique and had given birth to her child at noon 
on Wednesday, the day before I saw her. Six hours 
later she had had her first convulsions. The fits had 
recurred throughout the night at half hour intervals, 
notwithstanding the administration per orem of the 
fluid extract of veratrum viride as long as the patient 
was able to swallow. By morning they had assumed 
the form of the double eclamptic seizure, one spasm 
being followed in about a minute by a second, and 
this by an interval of half an hour, when two more 
spasms occurred. Dr. Parker informed me he had 
called in two other physicians who had seen the pa- 
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tient and had given her but two hours to live. He 
assured me I could not do anything, but wished me 
to come for the moral support it would give him. 
The patient was purple, comatose, stertorous. Her 
pulse was 180; the arterial tension almost 200. It was 
a desperate case. I assured Dr. Parker that there 
had been no absorption of the veratrum which had 
been administered by the mouth; had two minims of 
croton oil in sweet oil dropped upon the tongue; and 
at once injected hypodermatically twelve minims of 
the fluid extract of the veratrum viride. In ten minutes 
the pulse had fallen to 90 beats. I gave four minims 
more and the beats fell speedily to 56 per minute, the 
pulse being full and soft. It remained in this condition 
for an hour—as long as I stayed with the patient— 
and there was no recurrence of the convulsions. I 
advised the hypodermatic injection of two additional 
minims of the drug at any time should the pulse rise 
above 60 beats per minute, and left the house. At 
3 p. m., by ’phone, I was told that the pulse was 
just 60, and that there had been no convulsions since 
I had left. The next morning, at 9 o’clock, conscious- 
ness began to return; and on the following morning 
the patient was practically normal in every respect, 
with free action of the kidneys. 

The action of veratrum viride—What I would 
especially ask you to bear in mind is that the 
veratrum does not eliminate the poison, but by 
causing a rapid vasomotor paralysis dilates the 
arterioles throughout the entire body—in the 
kidneys as well as elsewhere—and immediately 
arrests the convulsize seizures. This is its pri- 
mary action. The secondary effect is just as 
valuable. The dilatation of the small vessels 
in the kidneys increases the flow of blood through 
these organs and favors a resumption of the 
renal action, which has been in abeyance. Gen- 
erally in a few hours a profuse diuresis occurs. 
Often within five minutes after the primary dose 
the patient will become nauseated and vomit, 
thereby demonstrating the general relaxing effect 
of the drug. Elimination by the skin, kidneys and 
gastro-intestinal tract now proceeds rapidly. If 
there should oceur another rise in the arterial ten- 
sion and pulse-rate the treatment must be re- 
peated, but in proportionately smaller does, for the 
tendency to convulsive seizure will often persist 
until sufficient elimination of the poison has been 
accomplished to remove this danger. It is well- 
known that in a certain percentage of eclamptics 
the convulsions will continue even after delivery 
of the child, or will not appear until some hours 
after the labor, as in the case I have recorded in 
this address. Zinke (l.c.) claims that this is 
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true in 50 per cent. of the cases; and Peterson,'* 
modifying Seitz’s figures, showed that in a total 
of 2,135 cases of eclampsia the convulsions con- 
tinued after operative delivery in 47.3 per cent. 
of the women, and 18.4 per cent. of these women 
died. These figures should not be used as indic- 
ative of the failure of operative interference in 
these cases—and by operative interference | 
mean the performance of Cesarean section. On 
the contrary, they merely mean that the poison 
is still present in the patient’s system after the 
operation ; that it will remain there until elimi- 
nation begins; and that as long as it is in the 
system the eclamptic status persists; therefore, 
the indication remains for the repeated use of 
the veratrum viride until the poison is elimi- 
nated. The pulse must be the guide always, both 
as to its rate and degree of tension. 


CESAREAN SECTION IN GESTATIONAL ECLAMPSIA. 


Having temporarily controlled the eclamptic 
status in these gestational cases, the second great 
indication for treatment is the early removal of 
the child. In the nephritic cases characterized 
by tremendous edema and anasarca, with a 
baiioon-like appearance of the labia majora ren- 
dering digital exploration almost or altogether 
impossible, and an absolute urinary suppression 
—the woman not yet in labor, therefore with a 
closed cervical canal—in these cases abdominal 
Cesarean section supplemented with the judicial 
employment of veratrum viride will give excel- 
lent results in a very large percentage of the 
cases. Probably no one in this country has made 
a more comprehensive study of this phase of the 
subject than has Reuben Peterson’®® of Ann Ar- 
bor. His conclusions are very voluminous and 
very suggestive, if not absolutely convincing. 


Among other interesting facts he shows that in 
the five years between 1908 and 1913, when his 
investigations ended, the maternal mortality of 
abdominal Cesarean section done for the relief 
of puerperal eclampsia in the hands of all oper- 
ators had been reduced from 47.97 per cent. prior 
to 1908 to 25.79 per cent., and in the hands of 
the trained and experienced abdominal operator 
to 18.68 per cent. These figures include the 
operations done late in the eclamptic state after 
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five or more convulsions had eccurred, as well as 
those done immediately after the first convulsion. 
The mortality rate was as low as 13.15 per cent. 
in the eases which were operated upon early, be- 
fore profound toxicosis and septic infection had 
taken place. We are justified in concluding that 
if the Cesarean section should be done in 
eclampties showing a tension of 160 millimeters 
or over prior to the occurrence of the first con- 
vulsion the death rate would fall considerably 
helow this record of 13.15 per cent. 

Peterson makes the positive assertion that “the 
operative treatment of eclampsia has never been 
given a fair trial. To do this the uterus should 
be emptied quickly, as soon as possible after the 
onset of the first convulsion, not emptied after 
all kinds of medicinal treatment have been tried 
and failed.” He adds, “The increase in mortal- 
ity due to delay is shown by a mortality of 30.33 
per cent. where the operations were performed 
after the sixth convulsion, This is 10 per cent. 
higher than after quick delivery and 5 per cent. 
higher than the total mortality resulting during 
this same period (1908-1913).” Another sta- 
tistical record made by him is to the effect that 
“the maternal mortality in eclampsia after ab- 
dominal Cesarean section steadily increases with 
the age of the patients, it being 23.63 per cent. 
betwen the ages of 16 and 20, and 31.11 per cent. 
between the ages of 31 and 35.” Of 248 children 
delivered by abdominal Cesarean section 
for eclampsia from 1908 to 1913 
there was a fetal mortality of but 3.62 
per cent.—“a much better showing than by 
any other method of treating eclampsia.” As an 
axiom, Peterson states that “Any obstetric condi- 
tion which makes delivery by the natural pas- 
sages prolonged and difficult may be an indica- 
tion for abdominal Cesarean section in eclamp- 
sia.” 

Recently I have had the opportunity of demon- 
strating the value of this method of treatment of 
puerperal eclampsia. Through the courtesy of 
Dr. A. H. Carter I was privileged to see an 
eclamptie patient who had had total urinary sup- 
pression for over 36 hours. Following the Stro- 
ganoff method, Dr. Carter administered a hypo- 
dermatic injection of one-quarter grain of mor- 
phin, which was promptly followed by three 
violent eclamptic seizures. When I saw the pa- 
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tient she was profoundly comatose, with a pulse 
of 165 of extremely high tension, and with an 
immense edema of the legs and external genitalia 
so that it was not possible to make a vaginal 
examination. Ten minims of fluid extract of 
veratrum viride were injected hypodermatically, 
and immediate preparations made for a Cesarean 
section. In five minutes the patient began to 
retch and vomit, and the pulse fell to 65 beats by 
the time she entered the operating room. The 
section was readily performed and a fetus de- 
livered fairly well asphyxiated but soon reviving. 
In the afternon of that day—the operation being 
performed at eleven o’clock—the patient’s pulse 
and tension again rose, and at six o’clock she had 
a convulsive seizure of moderate intensity. An- 
other injection of ten minims of the veratrum 
brought the pulse down to 58; diuresis shortly 
afterward ensued, and the patient made an un- 
interrupted recovery. 


SUMMARY. 


In conclusion, gentlemen, I would summarize 
this paper as follows: 

1. Carefully watch the urine of pregnant 
women, not so much for the appearance of albu- 


-minuria as for a falling degree of toxicity; when 


this is found note the pulse-rate and degree of 
rise of the arterial tension. 

2. If the tension rises above 165 millimeters 
of pressure the question of terminating the preg- 
nancy should be seriously considered. 

3. At any rate, such a patient should immedi- 
ately be given a large dose of the fluid extract 
of veratrum viride, varying the size of the dose 
according to the circumstances of the case, with 
the object in view of preventing the onset of an 
eclamptic sizure. 

4. Should the seizure occur before the vera- 
trum has been injected, the appropriate dose 
should be immediately administered. If labor 
has not yet started an abdominal Cesarean section 
will give the best results for both mother and 
child. 

5. The necessary systemic irritation resulting 
from attempts at the induction of labor per viae 
naturales by accouchement forcé with the per- 
formance of version or forceps extraction may in 
and of itself precipitate an eclamptic sizure. 

6. After the performance of the Cesarean sec- 
tion the pulse and arterial tension must be closely 
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watched ; if a dangerous rise in either occurs the 
injection of veratrum viride in appropriate dose 
should be made. 





CHOANAL FIBROMA.* 


Norvat H. Pierce, M. D., 
CHICAGO, ILL. 


These growths constitute a group which, path- 
ologically and clinically, are rare but interesting. 
There is some discussion as to their place of 
origin. Panse, in 1873, was the first to draw 
attention to these growths, and other accurate 
observers, among them Zarnicko, believe that 
they originate somewhere around the rim of the 
choanae, while Killian believes that they have 
their origin within the antrum, and gain exit 
to the post-nasal space through an accessory 
opening. Kubo, a student of Killian’s, made a 
broad dissection of the antra, in several of these 
cases, and proved that at least some of them do 
spring from the antrum and escape through an 
accessory opening in the post-nasal space. It 
is probable that they may originate both around 
the rim of the choanae from the septum, and the 
posterior end of the middle turbinated body, as 
well as from the accessory sinuses. They differ 
altogether in structure from the myxomas or 
common polypus, inasmuch as they are made up 
of true connective tissue covered by several lay- 
ers of epithelium. 

Zarnicko makes the point that in one of his 
eases well defined bone formation was present, 
which would at once take it out of the class of 
mucous polypi. They have always one peculiar- 
ity in common, namely, the very fine pedicle 
by which they are attached to their base. 

They may grow to a very large size. Stork 
reported a case that measured nine centimeters 
long and was ten and one-half centimeters in 
circumference. Zaufal reported a case which 
measured eleven centimeters long, six centimet- 
ers broad, and three and one-half centimeters 
thick. The circumference was fourteen centi- 
meters. One of my cases measured six centi- 
meters long from the point of insertion to the 
end of the growth, and at its largest portion 
measured three centimeters. 


*Read before the Chicago Laryngological and Otological So- 
crety, December 22, 1914. a 
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They belong to the type known as soft fibro- 
mas. 

Diagnosis: The diagnosis has to. be made 
between typical post-nasal fibromas, pseudo- 
post-nasal polypi, and sarcoma of the post-nasal 
space. As is well known, the true typical post- 
nasal fibromas occur most frequently in males, 
between the ages of eighteen and twenty-five. 
It is a remarkable incidence that the three cases 
that I have seen in the last three years occurred 
in females, one in a Japanese girl of twelve, 
the other two in young adult females. 

The true typical post-nasal fibromas at their 
commencement have a tendency to bleed exces- 
sively, whereas the hemorrhage from the choanal 
fibromas is negligible. 

It has been said that another point in differ- 
ential diagnosis is that the true post-nasal fibro- 
mas have a tendency to form adhesions between 
the surrounding tissues, while the choanal fibro-. 
mas do not. In one of my cases I could posi- 
tively prove the adhesion which had taken place 
between the body of the tumor and the posterior 
wall of the post-nasal space. 

The point of origin is another very valuable 
asset in differential diagnosis. It is at times 


’ difficult, when the tumor has reached asize that 


completely fills up the choanae and projects 
down into the post-nasal space, to ascertain this 
by posterior palpation. We can, however, by 
means of the use of Killian’s long intranasal 
speculum or electric pharyngoscope in many 
cases discover the point of origin, either from an 
accessory opening or from the rim of the choanae. 

Treatment: On account of the delicate pedicle 
by which these tumors are attached at their 
base, their removal is very easy. Lange’s hook 
is of especial use in the removal of these tumors. 
By means of this hook, which is inserted into 
the anterior naris and made to engage the pedi- 
cle, the tumor can be severed from its base very 
easily. It is then either caught in forceps ani 
dragged through the nose and delivered ante- 
riorly, or allowed .to drop into the post-nasal 
space. The snare may also be used, inserted 
through the anterior naris, while a finger in 
the post-nasal space directs the snare over the 
body of the growth. If it is not too large, trac- 
tion is made and the tumor is delivered through 
the anterior naris. I have also removed one of 
these. tumors by means ofa large-sized adenoid 
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forcep, the tumor being delivered through the 
post-nasal space. 

The prognosis as to recurrence is very good. 
In the three cases I have had, one has not re- 
curred after three years, one after eight months, 
and the other after three months. 

The remarkable fact is that these tumors are 
so frequently mistaken for true post-nasal fibro- 
mas by specialists of good repute. The differ- 
ential diagnosis is easy, if we call to our aid the 
few points that I have already named. The mis- 
take that is made is depending on palpation for 
These tumors may be quite fixed in 
position and appear quite hard to the touch— 
quite as hard as a true post-nasal fibroma at its 
beginning, but with our probe we can ascertain 
that they do not spring from the basilar carti- 
lage, and by means of the intranasal speculum 
or endoscope we can most frequently discover 
their point of origin in the choana. 

22 EAST WASHINGTON STREET. 


diagnosis. 


’ 
DISCUSSION. 


Dr. George W. Boot wished to show three speci- 
mens in connection with Dr. Pierce’s paper, the first 
of which he thought would fall in Dr. Pierce’s classi- 
fication. It was removed from the left nostril of a 
man, about thirty-eight years of age. The growth 
could be seen in the naso-pharynx. It involved some 
of the anterior ethmoidal cells, and came from the 
maxillary sinus. It was removed by evulsion and 
taken out through the nose. Sections showed it to be 
a fibrous polyp. 

The second specimen was that of a post-nasal tu- 
mor, which, when removed, the speaker thought was 
a fibroma, but on cutting the sections it proved to be 
a fibro-chondro-osteoma. It was attached to the 
base of the cranium, and the speaker experienced 
great difficulty in getting it out. No. 8 wire in the 
snare failed to make any impression. Finally, he cut 
it loose from the base of the skull with the forceps, 
and finished the dissection with Killian’s bent knife. 

The third specimen was one which was removed 
from a child, three and one-half years old. The 
growth could be seen through the mouth, and the 
speaker thought it was a case of adenoids After re- 
moval, section showed it to be a sarcoma. The child 
had a very prompt recurrence, was taken from the 
hospital, and died. 

Dr. Otto J. Stein has always been under the impres- 
sion that choanal fibromas had one attachment, as 
stated by the essayist. He had a case some years 
ago that he operated on and at that time thought there 
were two attachments. He presented the specimen— 
a large one—about two and a half or three inches 
long—to the Society, but in discussion (at St. Louis) 
the members finally convinced him that one of the 
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attachments was nothing but an adhesion that had 
taken place. Dr. Pierce said that one of his cases had 
an adhesion, but he also stated that he had one that 
had no adhesion, and asked Dr. Pierce if that was not 
what he had said. 

Dr. Pierce replied that the case referred to had one 
adhesion. It is said that these tumors do not form 
adhesions, as a rule. 

Dr. Stein, therefore, still had some hope that his 
case did have two attachments instead of one, as 
the members had convinced him at that time. 





BLOOD PRESSURE IN LIFE INSURANCE.* 


J. W. Fisuer, M. D., 
- MILWAUKEE, WISCONSIN. 


Medical Director, Northwestern Mutual Life Insurance 
ompany. 


The Northwestern Mutual Life Insurance Com- 
pany, in the year 1906, in order to test the diag- 
nostic value of the sphygmomanometer in exami- 
natidns for life insurance, made use of the instru- 
ment in its examination of applicants for in- 
surance at its home office. The results were 
such that in August, 1907, it was deemed advisa- 
ble to require its use by our examiners in the field 
who possessed an instrument or could be induced 
to secure one. The result was that in’a number 
of the larger cities we were enabled to secure 
its use in examinations for the company. By the 
first of the year 1912 90 per cent of the exam- 
iners of the company were using the instrument 
in their examination of applicants for insurance. 
At the present time there are very few examiners 
of the company who do not possess an instrument. 

Prior to 1907 little or no use was made of this 
valuable instrument, except in clinical cases. 
Four years ago the writer, in a paper delivered 
before the Medical Directors Association, stated 
“No practitioner of medicine should be without 
a sphygmomanometer. He has in this instrument 
a most valuable aid in diagnosis. The sphygmo- 
manometer is indispensable in life insurance 
examinations and the time is not far distant 
when all progressive life insurance companies will 
require its use in all exaimnations of applicants 
for life insurance.” Today this prediction is 
practically fulfilled, and no up-to-date practi- 
tioner is without this very valuable aid in diag- 
nosis, much of which has been due to the require- 
ments of life insurance companies in insisting on 
their examiners using the sphygmomanometer in 


“Read before the Chicago Medical Society, March 31, 1915. 
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examinations for life insurance. Hundreds of 
letters have been received by the writer, thanking 
him for insisting upon its use in examinations 
for the company and testifying to its very great 
value in private practice. 

The use of the sphygmomanometer demon- 
strates in many cases that a supposedly normal 
person may have an abnormally high blood pres- 
sure and present no symptoms or pathological 
changes discoverable by any of our present 
methods of diagnosis, thereby suggesting a care- 
ful study of the case before any symptoms of 
disease are discoverable, thus rendering the 
sphygmomanometer a valuable and indispensable 
aid in diagnosis. Clinicians for some time con- 
sidered a blood pressure of 180 mm. Hg. as of lit- 
tle significance ; now a pressure of 160 mm. Hg. is 
regarded as one that calls for further study of 
the case, while the statistics presented herewith 
show that a blood pressure of 150 mm. Hg. gives 
a higher mortality than an average risk accepted 
by conservative life insurance companies, and this 
covering a period of only a comparatively few 
years. I am firmly of the opinion that a persis- 
tent blood pressure of 15 mm. Hg. above the 
average for the age as shown in the table pre- 
sented herewith should at least excite suspicion 
and call for further careful and painstaking in- 
vestigation. 

The company accepted 525 risks during the 
years August, 1907, to August, 1910, both in- 
clusive, with an average blood pressure of 152 
mm. Hg., at ages 40 to 60, and the mortality 


computed to the 15th inst. was 32 per cent in 
excess of the general average mortality of the 


company covering a like period. We have re- 
jected 910 applicants, ages 40 to 60, who had a 
high blood pressure and one or more other im- 
pairments than the high blood pressure, average 


pressure 167 mm. Hg., which show a mortality , 


two and a half times greater than the general 
average mortality of the company. 1,197 were 
declined, ages 40 to 60, both inclusive, on account 
of high blood pressure alone, with an average 
pressure of 161 mm. Hg. No other impairment 
was shown on the application at the time of its 
receipt at the home office, and the mortality to 
date is double the average mortality of the com- 
pany covering the same period. 

467 applicants rejected were under age 40, 
with jan average blood pressure of 149.50 mm. 
Hg., and show a mortality of 30 per cent in excess 
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of the general average mortality of the com- 
pany. The latter covers an average period of 
exposure of only one and a half years. 

The impairments recorded on 888 cases de- 
clined with a high blood pressure and one or 
more other impairments, from August, 1907, to 
August, 1913, show the following impairments: 
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Of the 1,197 applicants in which there were 
no other impairments at the time of the examina- 
tion, 397 have been kept under observation and 
identically the same impairments have developed 
or have been subsequently discovered, as are 
shown in the 888 applicants in which there were 
one or more impairments in addition to the high 
blood pressure shown in the table of other impair- 
ments above, and the mortality of the 397 cases 
has been practically the same as in the 888 cases 
recorded with a high blood pressure and one or 
more other impairments. 

It will be observed that the average time of 
exposure of all of the declined cases has been 
less than four years. The cases declined in 1907 
showed a mortality of 406.62 per cent in 1913, 
six years’ exposure. Those declined in 1908 
show a mortality of 238 per cent, five years’ 
exposure. Those declined in 1909 show a 
mortality of 209 per cent, four years’ exposure. 
As would be expected, the longer the exposure 
the greater the mortality. The causes of death 


are given below: 


525 
Accepted 
Risks 

1 Anemia, Pernicious 1 
Aneurism, Aorta 1 
Angina Pectoris 3 
Apoplexy 28 
Appendicitis 2 
Arteriosclerosis 13 
Cancer tee 5 
Cerebrospinal Meningitis 
Cirrhosis of Liver 
Consumption 
Diabetes 
Duodenal Ulcer 
Gall Stones 
Heart Disease (Organic) 
La Grippe . 
Locomotor Ataxia 
Nephritis 
Paralysis 
Peritonitis 
Pneumonia 
Prostatic Hypertrophy 
Pyelitis 
Railway Accident 
Rheumatism (Acute) 
Stokes-Adams Disease 1 
Suicide 8 
Miscellaneous 1 
ressure of those who died accepted risks 
fig. Average blood pressure of those who 
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Average blood 
was 153.46 mm. 


died rejected risks was 172.26 mm, Hg. 
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The following table, shows, the average blood 
pressure for the different ages on over 50,000 
applicants accepted for life insurance, and is a 
combination of the experience of this with two 
other insurance companies: 

Average Systolic Blood Freseaee, Accepted Risks, at Ages 


Average 
Ages Pressure 
ne i ee ee 120.47 
Ss cords ccercadcedededbuuasceneds se¥eue 121.99 
OO re Pere ree eee ae 128.14 
Ohad occ bab eet edancdlechevenbabepas 123.83 
SOOO. once n0ccerptenreddcesecouzesnceunss 126.51 
GDGBD onc ccns cdsoVovd ce tidedboncsdcest baue 127.62 
a Pr ree ee 129.41 
GBB so ciccccdencédecceséseduncouvesets 131.45 
OGD. coviccddbcccmensdeccesrsvcececesesons 184.07 


We have received but little diagnostic value in 
our work thus far from the low blood pressure, 
and the same may be said of the diastolic pres- 
sure. In our examinations at the home office we 
require both the diastolic and systolic pressure 
recorded on the blank and require the same, also, 
from all cities of 100,000 or over. As to what 
diagnostic or prognostic value may be attached 
to the diastolic pressure in examinations for life 
insurance will be revealed when our data is 
tabulated. 

The mortality on the rejected risks, as shown 
in the foregoing, is undoubtedly much lower than 
the exact figures would show were it possible to 
secure a record of all deaths. Where the risk 
is not insured in this or other companies, we must 
depend upon the solicitor or medical examiner to 
notify us of the death of those risks rejected with 
a high blood pressure. 

A high blood pressure is found in about 6% 
per cent of all applicants declined for insurance 
by the company. 

(Discussion of this paper appears in the pro- 
ceedings of the Chicago Medical Society, pub- 
lished in this issue.) 





UTERINE INERTIA AND ITS MANAGE- 
MENT. 


Irvine H. Eppy, M. D., 


Instructor Gynecology, College of Medicine, University of 
Illinois. 


CHICAGO. 


It may seem somewhat presumptuous to direct 
the attention of the profession to so familiar a 
subject as uterine inertia or exhaustion, yet it is 
one of vital importance, not fully appreciated by 
many, and anything that can be added to this im- 
portant topic either in this writing or through 
any discussion that may result therefrom that 
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will be of benefit in relieving the suffering of the 
mothers we are called upon to care for, is worthy 
of our consideration. 

It should be the bounden duty of everyone do- 
ing obstetric work, as in other specialties, to avail 
himself of every means within the powers of the 
profession to assist his patient, and to bring 
about as easy and short a labor as possible, con- 
sistent with good judgment. 

The frequency of uterine exhaustion or in- 
ertia is known by everyone that does extensive 
obstetric practice, or is observant in his work, and 
may be seen at any time during labor from the 
beginning until the time is reached when one 
firm contraction would effect a natural delivery 
and render the mother free from further suffer- 
ing. 

Though the causes of uterine inertia are fairly 
well understood, it seems to me worth while to re- 
peat them at this time, before taking up diagnosis 
and treatment, the-most important portion of this 
contribution. Undoubtedly, the most frequent 
cause in the early stage of labor, which annoys 
the patient as well as her physician, is fatigue in 
overcoming a rigid cervix; especially is this true 
in some elderly primiparae. Uterine inertia may 
be the result of faulty development of the uterine 
musculature as infantile uterus, which perhaps 
has required surgical procedures before pregnancy 
has taken place. 

The presence of fibroids, endometritis of the 
interstitial type in which a large quantity of con- 
nective tissue has developed, are most potent fac- 
tors in the production of uterine inertia. 

Atony, or paralysis of the uterine muscle, fre- 
quently results from hydramnios, twin or rapidly 
repeated pregnancies. Faulty development of the 
nerve supply, or emotional inhibitory nerve im- 
pulses may interfere with proper contractions. In 
extremely nervous patients it is rather a common 
occurrence to observe a cessation of uterine con- 
tractions and failure to return, when the attend- 
ing obstetrician approaches the lying-in room. I 
have observed with many of these patients after a 
considerable period of uterine delay that a sug- 
gestion regarding the use of forceps would have 
the desired result, and a return of uterine con- 
tractions would take place. 

A uterus that is capable of delivering itself 
under normal circumstances may, as a result of 








premature rupture of the membranes, become ex- 
hausted before delivery has been completed. 

Obstruction to labor from an unusually large 
head, abnormal position, contracted pelvis or the 
presence of a placenta previa preventing the head 
from reaching the cervix, may result in exhaus- 
tion. 

Pendulous abdomen may be an important fac- 
tor in multiparae, the direction of the force be- 
ing spent in an ineffective manner. An overdis- 
tended bladder is a frequent cause of uterine in- 
ertia. 
which the patient had been in labor during the 
whole night without any appreciable progress. 
On examination I found the bladder distended 
almost to the umbilicus and after catheterization 
effective contractions occurred immediately and 


I recently saw a case in consultation in 


effected a natural delivery. 

We may sum up the etiology then by saying 
that any pathological condition that enfeebles 
uterine contraction, that interferes with the nor- 
mal passage of the child, or that causes the forces 
to be spent in an ineffective direction, are the 
potent factors of this condition. 

Diagnosis.—Before making a diagnosis of pri- 
mary uterine inertia, one must absolutely satisfy 
himself that no mechanical obstruction is pres- 
ent, that no unusual disproportion between the 
child’s head and pelvis exists and that an abnor- 
mal presentation or position is absent. 

Measurements of the pelvis should be taken 
carefully. While the diagonal conjugate is our 
most reliable measurement the external measure- 
ments aid materially -in ruling out a deformed 
pelvis. The general contour of the pelvis should 
be observed and any undue prominence of the 
spines or promontory of the sacrum determined 
while taking the conjugate. 

While we have no satisfactory means of de- 
termining the relative size of the fetal head to 
the pelvis, some accuracy may be elicited by fore- 
ibly crowding the child’s head down in the true 
pelvis. 

The prerequisite of successful obstetrics in in- 
ertia, as in other pathological conditions, depends 
on an accurate diagnosis as to presentation and 
position. In uterine inertia, the contractions are 


of short duration, cause the patient little dis- 
comfort and on palpation the uterus does not 
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possess the ‘firmness usuaffy felt at the fundus 
during a normal contraction. 

Active treatment in the majority of cases is 
not demanded if the delay is primarily the result 
of infrequent or ineffective contractions. If on 
examination one finds the lower uterine segment 
without the slightest relaxation and the present- 
ing part of the fetus not exerting any appreci- 
able pressure, morphin or chloral should be given. 
After this gives the patient a needed rest, one 
will find a relaxation of the cervix will have taken 
place and active contractions resumed. 

When the delay is due, however, to a secondary 
inertia following a long active period of con- 
traction, with dilatation more or less complete, 
and the head deeply engaged, we are obliged to 
effect a delivery in a reasonable time, the con- 
dition of the babe and mother alike receiving our 
attention. 

Many drugs and methods have been exploited 
from time to time for the relief of this condition. 
Among the older ones mentioned we have quinine, 
strychnine and atropin. 

Dr. Robert Bell of the Glasgow Hospital, 
recommended strychnine be given, 1/60 gr. three 
times a day two or three weeks before labor, and 
claimed for it excellent results in toning up the 
uterine muscle, thereby increasing the efficiency 
of uterine contraction at the time of labor. 

Cowan, Medical Age, Detroit, 1895, page 1459, 
reports 12 cases in which he used glycerine sup- 
positories with excellent results. 

Kristeller brought prominently into view one 
of the modern oxytocies under the name of “Ex- 
pressio fetus,” by which is meant manual pres- 
sure applied directly to the fundus of the uterus 
to increase the efficiency of the full or feeble con- 
traction. 

As a bit of obstetric history, I might mention 
our predecessors; among them Churchill recom- 
mended blood letting as a means to stimulate 
uterine contraction. 

In investigating the literature upon pituitary 
extract, I have been able to find the following 
reports: 

Aaron, in September, 1910, before the fifth Inter- 
national Congress, reported 70 cases, including post- 
partum hemorrhage, intestinal and vesicle paresis, 
treated with pituitary extract with extremely gratify- 
ing results. 


Hofbauer advises intramuscular injection, reporting 
66 cases, the dose varying from 0.5 to 3 grams. No 
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toxic effect was noted.and the best results obtained 
during the second stage. 

Fries believes it to be a reliable remedy which yields 
good results in simple inertia. 

Humpstone, American Journal of Obstetrics, 1912, 
2-66-357, reports 64 cases with the following deduc- 
He believes it to be a potent agent in causing 
uterine contraction—however, occasionally observing 
a failure without any appreciable cause. 


tions: 


His observations seem to be in accord with 
others relative to the most favorable time of 
administration, namely: after the cervix has be- 
come effaced with deficient contraction, the pains 
immediately becoming stronger, more regular 
and of longer duration, the chief indications being 
summed up as folloavs: 


Uterine inertia, post-partum hemorrhage, Caesarean 
section and in the prevention and treatment of shock; 
obtaining the best results by giving .4 gram hypo- 
dermically, repeating every 20 minutes for 3 doses. 
The blood pressure observations varied from 8 to 20 
points. 

Madill and Allen of the Rotunda Hospital, Surg., 
Gyn. and Obst., Vol. 19, page 241, reports the results 
of 147 cases under the following heads: 

Effect upon the uterus. 

Effect upon the fetus. 

Indications and contra-indications. 

Its use in placenta previa. 

Quoting Bell: Pituitary extract causes powerful 
contractions of the pregnant, puerperal and menstru- 
ating uterus. The contractions resulting from the 
drug retain their physiological character, rhythmical 
and intermittent. The interval from the time of in- 
jection till the onset of contractions varied from two 
to six minutes and if the delivery was not effected the 
action of the drug was on an average of fifty minutes. 
The placenta in all but four cases was delivered 
spontaneously, these requiring manual removal. I 
have had one case of adherent placenta following its 
use. The average time for expulsion of the placenta 
was eighteen minutes for primipara and eleven min- 
utes for multiparae. In their series 4 primiparae and 
9 multiparae were given injection in the first stage for 
primary inertia, the primiparae ‘being one-half to 
three-fourths dilated and followed by birth in two 
hours, and the multiparae one-fourth dilated and was 
followed by delivery on an average of forty minutes. 
Its effect is not interfered with by anesthesia. If 
spontaneous labor does not occur the dilatation of 
the cervix renders forceps operation less difficult. 

Effect on the Fetus: Slowing of the fetal heart 
beats were noted in some cases. Except in a few 
cases the child was born in good condition, one be- 
ing a multiparae, the child being born in white 
asphyxia; this, however, was a premature twin of 
thirty-five weeks; nine occurred in primiparae, five 
being born dead, four in white asphyxia, two recov- 
ering, leaving a fetal mortality of seven cases. Two 
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of these had the cord tight around the neck, one a 
difficult breech with a contracted pelvis of 9 cc, There 
still remain 4 fetal deaths unaccounted for, except as 
a possible result of the injection. 

Case 1. Pulse 140 strong; 8 minutes later 100, fol- 
lowed rapid forceps with loss of child. 

Case 2. 128—5 minutes before delivery—born dead. 

Case 3. Was born in 30 minutes after two injec- 
tions. 

Case 4. Was terminated by forceps. 

During the same period of time 106 cases were 
delivered with forceps with a mortality of 15 cases. 

Indications and contra-indications : 

Induction of labor for a dead fetus of seven months 
was successful with an injection of 2 cc. 

Hirsch reports 4 sticcessful cases. 

Stern reports 3 successful cases of the induction 
of premature labor—one, however, with the assistance 
of the Champetier De Ribes bag. 

In 120 cases treated by Madill and Allen for sec- 
ondary inertia 87 were primiparae and 33 multiparae. 
The average duration before the injection was 19 and 
7 hours respectively, the time elapsing from injection 
to delivery was 22 minutes for primiparae and eleven 
minutes for multiparae. It was administered in 3 
cases of miner contracted pelves referred to above 
with fatal results in all—one, however, being a diffi- 
cult breech. One other indication recommended by 
them is its administration to multiparae with a history 
of previous post-partum hemorrhage, its good effect 
being the raising of blood pressure and avoiding shock. 

Trapl in a report of 177 cases states that carditis and 
nephrtis are not contra-indications. 

Slowing of the fetal heart or threatened rupture of 
the uterus are definite contra-indications. 

Hofbauer is a strong advocate of its use in cases 
of lateral placental previa, the only other indication 
being rupture of the membranes. 

Trap] reports 16 cases, 15 lateral and one central, 
with 3 fetal deaths. 

Madill and Allen, 5 cases, 4 lateral and one mar- 
ginal, two of the five children were born dead, making 
a total fetal mortality under 20 per cent. — 


I have used it in one marginal case in conjunc- 
tion with the Champetier De Ribes bag and in- 
ternal version with gratifying results. 

As in all new remedies, we find many ardent 
supporters as well as some who report unfavor- 
able results. My own experience with pituitrin 
has been’ extremely satisfactory and I believe it 
to be unquestionably the best oxytocic we have 
at the present time, and, in non-obstructive cases 
administered in 1 cc. ampoules hypodermically 
during the second stage, one may fully expect 
gratifying results and many cases escape a forceps 
delivery and the increased danger of sepsis asso- 
ciated therewith. 
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In conclusion, I make the following deduc- 
tions : 

1. In cases in which the lower segment is not 
relaxed and only slightly appreciable pressure ex- 
erted by the presenting part chloral and morphin 
are indicated. 

2. Pituitary extract undoubtedly increases 
the efficiency of uterine contractions. 

3. Contractions resulting from pituitrin re- 
tain their physiological action and effect. 

4, Pituitrin is indicated in all non-obstructive 
cases delayed from uterine inertia. 

5. The best results are obtained during the 
second stage of labor. 

6. The best results are obtained by subcutan- 
eous injection of 1 cc. ampoules, but an appreci- 
able effect is obtained by mouth. 

7. It is of great value in the treatment of 
shock from hemorrhage. 

8. It is of value in placenta previa combined 
with recognized methods of treatment. 

9. It prevents the use of forceps in a large 
percentage of cases. 

10. The dangers to the fetus are not greater 
than that of forceps. 

11. No untoward effect is noticed on the 
mother and the danger of sepsis is greatly de- 
creased. 

12. Blood pressure observations should be 
made and pituitrin used with caution in high 
pressure, especially if considerable sclerosis is 
present. 
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School of alee 0; Direction of The Chicago Institute 
Physiologic Therapeutics. 


In analyzing the histories and other data ac- 
cumulated in the management of five hundred 
cases of the neuroses during the first seven years 
operation of the Chicago Institute of Physiologic 
Therapeutics we have been strongly impressed 
at every turn wiih the fact that the average gen- 
eral practitioner does not pay sufficient attention 
to either the diagnosis or thg treatment of this 
great and growing group of digestive, circulatory, 
and nervous functional disorders. 

The time allotted to this paper, while not per- 
mitting of an exhaustive or critical analysis of 
the data just referred to, does afford opportunity 
for briefly pointing out certain phases of the 
management and treatment of these neurotic 
patients from the standpoint of the general prac- 
titioner. 

In this connection, attention should be called 
to the fact that the writer makes no pretentions 
of being a psychotherapist, our time being largely 
devoted to other professional pursuits; but we 
have been forced to give some attention to psycho- 
therapy in an effort properly to care for those 
“nerve” cases which we have found on our hands 
from time to time, and which, as the years passed, 
came to represent almost 20 per cent. of the total 
number of patients referred’ by the profession 
for treatment at the Institute. Our view point, 
therefore, in these matters will be that of the gen- 
eral practitioner, rather than that of the neurol- 
ogist, or the professional psychotherapist. 

I am thoroughly convinced that the general 
practitioner must come to take more of a de- 
tailed interest in his “nerve” cases. Probably 
the best place to begin this agitation would be 
in the medical schools, many of which now give 
very much better courses in psychiatry—in the 
scientific management of the insane—than they 
do in psychotherapy, i. e., in the management of 


the functional nervous disturbances or neuroses. 

Of course, the general practitioner is not going 
to undertake to do the work of the specially 
trained and experienced neurologist, but, on the 
other hand, if the general practitioner does not 
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take a greater interesb'im these neurotic patients, 
they are going to continue to be duped and de- 
luded by the soothsayers, the palmists, spiritualis- 
tic mediums, Christian scientists, Dowieites, and 
other cults and creeds of the so-called occult 
sciences and modern mental healing. There are 
no less than ten million people in this country 
who do not depend upon the regular medical pro- 
fession in times of sickness. 

If all the neurologists in Chicago should devote 
their entire time to this class of cases, they could 
scarcely take care of one patient in a hundred of 
those neurotic sufferers who are in need of psycho- 
therapeutic treatment—in need of sound psycho- 
logic teaching and sane medical guidance. 

Christian science and kindred cults are bound 
to practice and prosper until the general prac- 
titioner takes his neurotic patients seriously 
enough to sit down by the hour and give them 
the required mental help and moral assistance, 
not neglecting any minor medicinal or physical 
therapy which may be indicated. The church 
and the clergy are devoted to getting people into 
the kingdom of heaven. The hospitals and the 
doctor are trying to win people for the kingdom 
of health; but the average normal person seems 
to be more interested in the kingdom of happi- 
ness, a realm largely neglected by both the clerical 
and medical professions, but assiduously and suc- 
cessfully cultivated by the mind cure cults and 
divine healing humbugs of the present day. 

In taking up the task of standardizing the 
physiologic treatment and facilitating the psychic 
therapeutics, I have found it most convenient and 
satisfactory to classify these neuroses under seven 
heads, as follows: 

1. Chronic fear—or worry. 

2. Neurasthenoidia—or near neurasthenia. 

3. Neurasthenia—or nervous exhaustion. 

1. Psychasthenia—or true brain fag. 

5. Hysteria—minor and major. 

6. Hypochondria—or the chronic blues. 

?. Simple melancholia. 

Under the head of borderland cases may be 
grouped chorea, some of the tics, ataxias, tremors, 
hallucinations, dipsomania, persistent insomnia, 
migraine, pseudoepilepsy and other manifesta- 
tions of nervous defectiveness. 

In the management of this series of neuroses, 
we desire at this time to call attention to the fol- 
lowing general observations : 
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1. The hereditary nature of these compiaints 
—over 90 per cent. of these cases show a distinctly 
tainted ancestry in their history. This heredi- 
tary taint runs all the way up from worry and 
temperamental peculiarities to epilepsy and in- 
sanity, with a fair amount of alcoholism and 
syphilis. 

2. Chronic fear of some sort is the funda- 
mental mental state which is characteristic of the 
vast majority of these patients. Faith is the 
mental medicine which is essential to their cure. 
Faith in a patent medicine, a new cult, a quack 
doctor, or a quack preacher, in a new system of 
fake medicine or a new religion—they all work 
equally well—as far as the purely psychic phases 
of these disorders are concerned. Faith is the 
only one thing essential. The one great require- 
ment is that the patient’s faith shall be whole- 
hearted and sincere. Religious faith is usually 
far more powerful and immediately effective. 

3. Among the more common factors of worry 
and nervousness, to which the physician must 
give attention, may be mentioned: supposed in- 
herited fears and prenatal markings, definite 
dreads, hoodoos, muscular tension, mental and 
motor obsessions, such as counting one’s steps, 
etc., not to mention numerous health fads and 
practices. We must also discover and eliminate 
their special phobias, whether it be fear of the 
dark, great heights, open spaces, elevators, 
crowded street cars, or microbes; while serious 
attention must be paid to their premonitions and 
even their dreams. 

4. A careful analysis of these five hundred 
histoties does not show “Americanitis” or our 
high pressure living, to be such a large factor 
in their causation as one might naturally suspect. 
While overwork is an occasional factor of prom- 
inence, on careful analysis, it usually proves to 
have been a case of overworry, quite often asso- 
ciated with over-eating or over-drinking, and so, 
while education and environment are’ parts of 
the causation of these nervous disorders, heredi- 
tary predisposition proves to be the real base 
of our “neurotic triangle.” 

5. Regarding blood pressure findings, I may 
only note the following observations at this time: 

In the vast majority of chronic worriers and 
victims of hypochondria, the blood pressure was 
found to range from normal up to an increase as 
high as 20 and in rare cases—30 per cent. Seven- 
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ty-five per cent. of this series had blood pressure 
elevated from 10 to 25 per cent. above the aver- 
age for their age. It is characteristic of these 
cases that the diastolic pressure is not elevated in 
proportion to the systolic. Those not having an 
elevated pressure seem to fall into a group who 
were affected by a more or less profound toxemia 
(chronic constipation), but whose urine did not 
show a marked increase in acidity above the nor- 
mal average. In many of these cases the acidity 
ran far below normal—even on repeated tests. 
In neurasthenoidia—ennui, or near-neurasthe- 
nia, the blood pressure findings are practically 
It was this fact that first suggested the 
thought of some special designation for this par- 


normal. 


ticular class of neurotic patients. I repeatedly 
found cases who exhibited all the clinical symp- 
toms of neurasthenia, but whose blood pressure 
remained practically normal, while there could be 
discovered no explanation for its failure to de- 
scend to the usual neurasthenic level. 

In full fledged neurasthenia the blood pres- 
sure is almost universally below normal—unless 
there exists some complicating physical condition 
which serves to explain its failure to go down, 
such as arteriosclerosis, the habitual use of pres- 
sure raising drugs, ete. 

Our group of hysterical patients has not heen 
large enough to enable us to arrive at a satisfac- 
tory conclusion as to the real interpretation of the 
blood pressure findings, which are exceedingly 
variable. 


6. Regarding errors in diagnosis, it is. sur- 
prising how many patients have been diagnosed 


for months, or even years, as neurasthenic, and 
who, on careful examination, are found to be suf- 
fering from some organic lesion or other com- 
plication of disorders more or less physical. It 
seems still the habit of a few careless practitioners 
to regard all “achy” feelings as rheumatism, and 
all “tired” feelings as neurasthenia. The fre- 
quency with which these more serious complica- 
tions were overlooked in this series of cases, and 
in their order of omission, is as follows: 


1. Chronic worry. It is a great mistake to 
diagnose all over-anxious and over-con- 
scientious people as neurasthenic.. It 
tags them for life and interferes with 
their ultimate recovery. 
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2. Longetandimg ehmenic mterstital nephri- 
tis diagnosed as neurasthenia. 
Neurasthenia in the aged—when in real- 
ity it proved to be a rapidly developing 
arteriosclerosis. 

Diabetes—early cases mistakenly diag- 

nosed neurasthenia. 

Neurasthenia confounded with dementia 

praecox. 

Neurasthenia confused with a true mel- 

ancholia or other early forms of insanity. 
7. The causes of the various neurasthenic 
states, as shown in the summary of this series, in 
the order of their frequency and importance, are: 

1. Heredity. 

2. Abnormal mental habits and defective 
will training. 

Occupational factors—living and work- 
ing conditions. 

Bad physical habits and unhygienic prac- 
tices. 

Associated physical diseases or other 
functional complications. __ 

Chronic poisoning—derangements of 
metabolism, disease toxins, and drug 
poisons, such as alcohol, tobacco, tea, 
coffee, ete. 

Sociologic influences, prejudices, wor- 
ries, etc. 

City life and modern high tension. 

8. The cardinal symptoms which underlie the 
whole fabric of the unending clinical manifesta- 
tions of these neurasthenic states, are: 

1. Exaggerated suggestibility. 

2. Over-sensitiveness. 

3. Abnormal impressibility. 

4. Increased emotionalism. 

5. Chronic fear coupled with inveterate pro- 
crastination. The fears of primative 
man united with the high mental con- 
centration of the civilized man. 

9. The explanation of the sufferings and pains 
of these neurotic patients may be summed up un- 
der two heads, as follows: 

1. Over-sensitive nerves and abnormally re- 
sponsive pain centers on the physical side, 
often accompanied by the irritating in- 
fluence of a highly acid state of the cir- 
culatory fluids of the body. 

2. A markedly abnormal lowering of the 
threshold of the attention for pain on 
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the mental side. In this way, the neu- 
rotic patient turns his normal sensations 
into pain, just as a devoted Christian 
Scientist is often able to turn many of 
his petty pains into ordinary sensations. 
The hypochondriac is a patient who 
makes a business of being sick when he 
is well; while the Christian Scientist is 
one who makes a business of being well— 
even when he is really sick. 


10. And now as to the remedy. What can 
we, the general practitioner, the internist, the 
surgeon, and even the specialist, contribute to the 
task of helping this great and growing army of 
nervous sufferers? In the first place, we can 
seek to do real preventive work by more carefully 
and generally teaching our patients and the pub- 
lie the essentials of mental hygiene, especially 
the early training and conservation of the child’s 
mental habits and nervous system. 

We can begin in a sane and scientific way to 
take an interest in and to assist in rightly direct- 
ing the modern eugenic movement as concerns 
both education and legislation. We can also 
strongly press the need of adequate school in- 


spection, and while not neglecting adenoids and 
other things equally important, at the same time, 
more attention to the nervous status of 


pay 
school children. 

The family physician should certainly pay 
more attention to the important work of instruct- 
ing parents in proper and successful methods 
which may be early employed in combating the 
first appearance in the child of hereditary nerv- 
ous tendencies. Emphasize to the parent the im- 
portance of teaching the neurotic child early and 
thoroughgoing self-control. 

As physicians, we can do much prophylactic 
work with our nervously inclined patients by 
teaching them how to exalt their will power and 
to acquire that effective but little cultivated men- 
tal power of definite decision. Suggestion and 
faith are valuable remedies, but decision is the 
scientific basis of permanent cure. 

We can still further contribute to the emanci- 
pation of our fellow men from the tyranny of 
fear and the slavery of nerves by a more general 
education of the public as to the real nature of 
the neuroses and the proper methods of treating 
these widespread functional disorders. 
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11. We next come to the various methods of 
treatment—the “nerve” cures, and while it will 
not be possible at this time to undertake to elab- 
orate upon any one of these, I desire to call at- 
tention to those procedures and methods of treat- 
ment which I have found to be most successful 
and which lend themselves most readily to the 
time, opportunities, and previous training of the 
general practitioner. I may further say that the 
average practitioner can begin the immediate 
management of his “nerve” cases with the hope 
of achieving more or less success, by the help 
which may be gained from the constantly increas- 
ing literature on the subject. 

A physician, however little experience he may 
have had in psychotherapy, is certainly better 
prepared to undertake the treatment of these 
cases than is the average of the men and women 
who, without any medical training whatever, are 
able to achieve more or less success in their prac- 
tice as mental healers in connection with the va- 
rious mind-cure cults of the day. 

Outside of the proper employment as auxiliary 
and physical means of grace to the mind, of va- 
rious phases of physiologic therapeutics, such as 
hydrotherapy, thermotherapy, massage, vibration, 
mechanotherapy, electricity and phototherapy, 
the management of these nervous cases may be 
summed up under a number of heads, the partic- 
ular type of cure to be employed depending upon 
the circumstances of the patient and the nature 
of the neurosis. And in this connection let me 
voice the warning that too much dependence 
must not be placed upon medicinal and physical 
remedies. They are all valuable helps, but real 
cure in the end, as far as it is possible to effect a 
cure in any given case, will be found to rest with 
the proper psychotherapeutic procedures. 

12. Psychotherapeutic methods adapted to 
private practice. 

The management of functional nervous disor- 
ders ranging from worry and fear up to hysteria 
and hypochondria may be for convenience and 
therapeutic facility grouped as follows: 

1. Elimination of fear. 

This may be accomplished by the complicated 
psychoanalytic methods of Freud, or by the simple 
educational process following a common sense 
analysis of the patient’s mental attitude. This 
matter is not in the average case anything like so 
complicated as some of the newer schools of 
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thought would lead us to believe, and in this con- 
nection, may I say that the most careful scrutiny 
of the last half (250 cases) of the series herein 
discussed, shows a sexual morbidity of only 50 
per cent, i. e., there was no discoverable sex sliver 
in the patient’s mind in 50 per cent of the cases. 
I am becoming more and more convinced that the 
ability of some psychotherapists to trace all neu- 
roses to the sexual basis is due more than any- 
thing else to the adroit suggestions which they 
themselves plant in the minds of the patient. 

2. The re-education of the will. 

This is accomplished by direct conversational 
teaching. Plain straightforward psychological 
instruction. 

3. The art of suggestion. 

The general practitioner who undertakes to 
treat his nervous patients will probably not be so 
expert and experienced as to be able always to 
utilize the ideal methods of Prince and Dubois. 
Sometimes we find it best temporarily to use sug- 
gestion, but let the suggestion be true and along 
a constructive and educational order. It is 
bungling psychotherapeutics to resort to false- 
hood and suggestions which are intrinsically un- 
true. 

4. The development of decision. 

The nervous patient must be taught decision- 
development—be taught how to render a mental 
judgment, and then to “stand pat.” For this 
purpose I have often employed checker playing 
with only sixty seconds allowed for a move. 

5. Recreation and relaxation. 

Neurasthenics must return to play. Their 
physical exertions must be of those kinds which 
exert the body but do not tax the nerves—those 
nerve activities which are racial old and to which 
the nervous system has long been accustomed. 
Proper alternating periods of rest and play and 
of work and play must be arranged and adapted 
for each patient. 

6. The study and writing cure. 

In psychasthenia I usually have the patients keep 
a diary, and I go over this from week to week in 
advance of his or her visits. It serves as a means 
of emotional elimination, and I have found it 
very helpful. Many of these patients are won- 
derfully helped by being set at the systematic 
study of poetry, science or bookkeeping, provided 
it is, properly supervised, and they are not allowed 
to overdo. 
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?. The work and occupation cure. 

Outside of the early employment of the rest 
cure in some cases of hysteria and profound nerv- 
ous exhaustion I look upon the work cure as our 
greatest help in dealing with those cases. In fact, 
I don’t think we are going to help these patients 
much unless we can get them interested in both 
a good job and a good fad. 

8. The social service cure. 

Good samaritan work is a fine thing for nerves. 
Get your well-to-do neurotics to take an interest 
in the other half. It is the greatest method I 
know of in assisting them to get their minds off 
themselves. Society today is languishing for the 
need of that very sympathy and attention which 
neurotic patients are so disastrously expending 
upon themselves. 

9. Last, but not least, the Faith and Prayer 
cure. 

Prayer is one of the master mind cures, and 
Faith is the keystone of every successful psycho- 
therapeutic procedure. While we all have our 
own personal religious opinions and predilections, 
it has been my observation that faith based on 
common sense and science is the only cure for fear, 
and that religious faith is the most immediately 
effective form for the average human being; and 
it has been my further observation that it mat- 
ters little whether it be faith in truth or error, in 
science or nonsense, as far as immediate results 
are concerned. 

The one thing essential is that the patient's 
faith should be sincere and profound, and, there- 
fore, Mohammedanism, Judaism, or Christianity, 
protestantism or catholicism, are all equally ef- 
fective in working apparent miracles in the cure 
of imaginary, nervous, and hysterical disorders. 
And it is herein that the quack preacher has a 
great advantage over even the quack doctor, in 
that his so-called divine healing power actually 
dignifies the imaginary disease, thus enabling the 
patient to return home to her husband and chil- 
dren with a valid excuse for her years of semi-in- 
validism; whereas, in the medical management 
of these cases, time is usually required to give the 
patient an excuse for getting well and thus to 
save her face before the loved ones at home, as 
the average neurotic sufferer is hardly possessed 
of sufficient grace to go home cured as the result 
of a single medical conference and humbly confess 
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that her diseases were wholly imaginary and her 
long-nursed maladies a pure and simple delusion. 





THE INJECTION OF THE SPHENO- 
PALATINE GANGLION IN SOME OF 
THE COMMONER DISEASES 
OF THE NOSE.* 


Harry L. Pottoox, M. D., 
CHICAGO. 


While I realize that a paper like this one, 
treating of some special subject, might be of 
greater interest to a society of specialists, still 
I feel justified in presenting it tonight because 
a great many of the conditions which I will call 
attention to are first seen by the general prac- 
titioner and are sometimes diagnosed incorrectly 
and the patient does not obtain the relief which 
he is seeking. 

Probably the title of the paper is somewhat 
misleading, for although an affection of the 
spheno-palatine ganglion is in the majority of 
cases the underlying cause of the trouble, there 
are other branches of the great sensory nerve of 
the head, viz.: the trifacial, which must be taken 
into consideration, as well as some of the other 
sensory nerves which are intimately connected 
with the 5th. To understand the rationale of 
the treatment it is necessary to have a knowledge 
of the surgical anatomy of the parts and also 
the distribution of the spheno-palaiine ganglion 
and the nasal branch of the first or ophthalmic 
branch of the 5th. 

The spheno-palatine or Meckel’s ganglion is 
deeply placed in the spheno-maxillary fossa close 
to the spheno-palatine foramen. It is triangular 
in shape and is situated just below the superior 
maxillary nerve as it crosses the fossa. 

Its sensory root is derived from the superior 
maxillary nerve through its two spheno-palatine 
branches. Its motor root is derived from the 
facial nerve through the large superficial petrosal 
nerve and its sympathetic root from the carotid 
plexus, through the large deep petrosal nerve. 
These last two join together before their en- 
trance to the ganglion to form the vidian nerve. 

The branches of distribution: There are four 
groups, ascending, which pass to the orbit, the 
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descending to the palate, internal to the nose 
and posterior to the naso-pharynx (Gray). 

The ascending branches supply the mucous 
membrane of the post-ethmoidal and sphenoidal 
sinuses. The descending branches are distributed 
to the roof of the mouth, soft palate, tonsil and 
lining membrane of the nose. The internal . 
branch is distributed to the septum and outer 
wall of the nasal fossa, and the mucous membrane 
behind the incisor teeth. The posterior branch 
is distributed to the upper part of the pharynx, 
behind the Eustachian tube. The nasal nerve, 
a branch of the first or ophthalmic division of the 
fifth, enters the orbit by way of the sphenoidal 
fissure between the two heads of the external 
rectus, passes obliquely inwards across the optic 
nerve, beneath the superior rectus and superior 
oblique muscles, to the inner wall of the orbit. 
Here it passes through the anterior ethmoidal 
foramen and entering the cavity of the cranium, 
traverses a shallow groove on the front of the 
cribriform plate of the ethmoid bone and passes 
down through the slit by the side of the Crista 
Galli into the nose, at the superior anterior angle 
of the nose. It divides into two branches, the 
internal and external, which supply the mucous 
membrane near the outer wall of the nose, as 
far as the inferior turbinated and also the integu- 
ment of the ala and the tip of the nose. 

As can rcadily be seen from the wide distribu- 
tion, there are numerous points which may be 
irritated and cause symptoms either locally or 
reflexly at some distant point. Yet, owing to the 
great area of the nasal mucosa, including the 
lining of the nasal accessory sinuses, and the 
fact that the mucous membrane is brought into 
contact with various irritating substances by 
breathing and that the sinuses are very often the 
seat of suppurative processes, we must look here 
for most of the causes that bring about irritation 
of the end filaments of the trifacial. 

Before alluding to the various conditions and 
symptoms brought about by these irritants com- 
ing into contact with the end filaments, it must 
be readily seen that there is something else 
necessary for these symptoms to be produced in 
certain individuals; yet what brings about the 
condition of susceptibility in certain individuals 
is not known. Although we have the aid of the 


laboratory in making examinations of the blood, 
urine and all the various excretions and secretions 
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of the body, we have not yet been able to deter- 
mine why this or that individual is affected by 
certain odors, drafts, pollens, etc., while others 
inhale the same irritant and are not in any way 
affected. There are certain theories advanced 
to the cause thereof. Probably the idea as ad- 
vanced by Dr. Otto J. Stein is the most plausible. 
In a paper read before the American Academy 
of Ophthalmology and Oto-laryngology, 1907, 
and in one read before the Section of Laryngology 
and Otology of the A. M. A. in 1908, he gave 
his views on this point. He believes that the 
condition: is one of disturbed metabolism. This 
disturbance in metabolism changes the body 
fluids, so that its effect in turn alters the physio- 
logical state of the body tissue and makes them 
susceptible to various influences. The effect of 
such perverted metabolism on nerve tissue dis- 
turbs its normal functional equilibrium. How- 
ever, the point which I desire w call attention 
to is that in these cases classified as neuroses 
there must be two conditions present, viz.: (a) 
a susceptible individual and (b) a local irritant. 

It is needless to state that in all cases coming 
to me with the history of irritation of the tri- 
facial, especially those of irritation of the spheno- 
palatine ganglion and the nasal branch of the 
ophthalmic, all local points of irritations have 
been attempted to be corrected. By this I mean 
the teeth, gums, eyes, deflected septum, spurs, 
ridges and all sinus disease, either suppurative or 
non-suppurative. 

There are four general conditions in which I 
employ the injections: 

1. Hay fever, the symptoms of which are too 
classical to be described. 

2. The syndrome of true spheno-palatine 
neuralgia as first described by Greenfield Sluder 
of St. Louis in the New York Medical Journal 
in 1908. 

The symptoms of the latter are pain, radiating 
to any or all of the points supplied by the 
branches of the ganglion. The typical location 
of the pain is over the root of the nose, in and 
about the eye, over the frontal region, into the 
pharynx and tonsillar region, into the ear, back 
of the mastoid into the occipit, to the neck, the 
shoulder, the arm and at times even into the 
fingers. 

In a majority of the cases one or more of these 
points may be involved, but I have never seen a 
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case where all the points were affected at the 
same time. 

3. Hyperesthetic rhinitis which is similar to 
hay fever, except that it comes on at any time 
of the year, is irregular in its time of appear- 
ance, its duration and severity. Often the 
paroxysms are brought about by contact with a 
specific kind of perfume, a particular flower or 
the odor from various animals, a slight draft of 
air or the inhalation of dust. These paroxysms 
begin with attacks of sneezing, varying in num- 
ber from 5 to 40 or 50, followed immediately by 
a nasal hydrorrhoea, i. e., a profuse watery dis- 
charge from the nose, and lachrymation. These 
symptoms may continue for hours and suddenly 
abate, only to be repeated on succeeding days or 
when again brought into contact with the specific 
irritant. As I stated before, these attacks may 
last a few days or may continue for a week or 
longer. There is more often no specific cause 
known. If the nose be examined between the 
attacks the appearance is usually normal except 
for a paleness of the mucous membrane, but if 
examined during the attack the turbinates are 
turgescent and the mucous membrane red and 
congested. 

4. Post-operative neuralgia: The second class 
of cases, viz., the true spheno-palatine syndrome, 
is usually associated with a suppuration of the 
sphenoid sinus and ethmoid cells and the pain 
persists after the sinuses have received the proper 
surgical attention. There are, however, a small 
percentage of cases of chronic suppurative sphe- 
noiditis and ethmoiditis in which the pain makes 
its appearance only after the accessory sinuses 
have been thoroughly opened and drained. These 
cases we classify as post-operative neuralgia. 

Schloesser was the first to inject the sensory 
nerves with alcohol for the relief of neuralgia. 
He, however, never attempted to: inject the 
spheno-palatine ganglion. In searching the avail- 
able literature I find in the New York Medical 
Journal, August, 1909, a paper by Dr. Greenfield 
Sluder of St. Louis in which the first mention 
of alcoholic injection of the ganglion is made. 
In 1907, however, Dr. Otto J. Stein of Chicago 
suggested in a paper presented before the Ameri- 
can Academy of Ophthalmology and Oto-laryn- 
gology, the injection of alcohol into the nasal 
nerve and into the region of the spheno-palatine 
foramen. 
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The technic of the injection is quite simple: 

I first cocainize the posterior end of the middle 
turbinate and, wall just posterior to it with a 
20 per cent solution of cocaine. After this 
cocainization in neuralgic cases, a large number 
of patients immediately feel relief, and when 
this occurs we feel confident that the results of 
the injection will be favorable. 

Then a sword needle of Sluder is employed. 
A straight needle 5% inches long with a cross 
bar near the end. The needle is introduced from 
the septal side of the nose. I then transfix the 
posterior end of the middle turbinate and press 
the needle gently through the turbinate until the 
posterior wall is felt. The needle is then pushed 
upwards, outwards and backwards, through the 
bony wall which is the anterior boundary of the 
spheno-maxillary fossa, in which the ganglion 
lies surrounded by connective tissue. Usually by 
tactile sense one feels the needle slip into the 
cavity. The ganglion is about 0.66 c. m. back 
of the wall. A 5 c. c. Luer syringe filled with 
a 2 per cent solution of carbolic acid in alcohol 
is then attached to the needle and from 5 to 15 
is injected. If the needle succeeds in 
penetrating the ganglion the patient complains 
of excruciating pain in the eye, ear, top and back 
of head and into the shoulder, but should the 
carbolie alcohol solution merely surround the 
ganglion the pain is less severe. 

The pain usually lasts anywhere from a few 
minutes to 24 or 48 hours and it is in cases in 
which the pain was prolonged after injection 
that the end results to the patient were most 
The number of times necessary to 
inject is variable. If the ganglion is penetrated 
the first time as indicated by the severe pain 
only one injection is necessary. If not, possibly 
two, three or four attempts may be made at 
intervals varying from a few days to several 
weeks. If no relief is obtained after four such 
injections, I feel that further attempts will be 
In cases of neuralgia I attempt to inject 
the spheno-palatine ganglion only; if, however, 
it is being done for hyperesthetic rhinitis or for 
hay fever, I endeavor to inject the nasal branch 
of the ophthalmic as well. This is generally 


m. m. 


gratifying. 


useless. 


successfully done by first cocainizing in the same 
manner the extreme anterior superior angle of 
the nose at the place where this nerve first enters 
the nasal cavity, and then injecting a few drops 
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of the solution at that point. There is compara- 
tively no danger associated with this procedure if 
performed under strictly aseptic conditions. The 
only complication I find reported was made by 
Emerson of Boston, in which he cites a case of 
severe hemorrhage occurring a week after the 
injection, which in all probabilities was due to 
an infection. The only danger lies in striking 
the spheno-palatine or descending palatine arter- 
ies, branches of the internal maxillary. 

In only one of my cases did I find any compli- 
cation. This was a hay fever patient who, a short 
time following the injection, had a swelling in 
the cellular tissue around the orbit, followed the 
next day by ecchymoses. These conditions dis- 
appeared in a few days, giving no further trouble. 

Results. Unfortunately all of my hay fever 
cases presented themselves during the attack and 
consequently I cannot give any definite results. 
I will, however, say that in some of the cases 
the symptoms were much milder than in former 
attacks. In the true spheno-palatine neuralgia 
a large majority of the cases were completely 
cured, and these patients have remained free 
from pain up to date, a period ranging from 
several months to one and a half years. 

In cases of hyperesthetic rhinitis or neuroses 
the treatment has been most effective. I have 
found nearly every case cured, and usually with 


_one injection, a small percentage requiring two 


or more injections. In the post-operative neural- 
gia I can report the outcome satisfactory ; a large 
percentage of the patients obtained the relief 
sought. 

In illustration of the last three types, for I 
feel that those of hay fever have not been fully 
tried out as yet, I cite the following histories: 


Mrs. M. G., age 44 years, first consulted me Dec. 
10, 1912, for tinnitus in right ear, and sometimes 
complained of burning sensation in face and in back 
part of head on right side. 

During 1913 was treated for the tinnitus, a tenotomy 
of tensor tympani having been done. Also com- 
plained of pain back of the right mastoid. The tin- 
nitus gradually improved and I did not see her until 
Sept. 14, 1913. 

She then complained of severe pain over the right 
eye, right side of head, right ear and extending down 
into the shoulder and arm. Was given pyramidon and 
salicylates without any improvement. On Oct. 4, 1913, 
injected the right spheno-palatine ganglion with 1 per 
cent carbolic acid in alcohol solution, employing 
about 10mm. The pain was excruciating and the pa- 
tient very sick and miserable for 48 hours, when the 
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pain gradually ceased. On Oct. 10, 1913, patient stated 
that all pain had disappeared and she felt fine. 

Nov. 13, 1913, still feels fine but complains of some 
stiffness in the right tonsillar region, but examination 
of pharynx and larynx showed everything in normal 
condition. I did not see the patient again until April, 
1914, when she was still free from pain and felt good 
except for the tinnitus, which was still present. 

Case 2. Miss E. S., aged 31 years, first consulted 
me April 7, 1913, with history of having had a severe 
cold three years ago. Since then has had attack of 
severe sneezing in the morning, followed by profuse 
nasal discharge lasting about two hours. These at- 
tacks come on at irregular times, but less often during 
the month of August. The attacks are frequently 
brought about by the odor of perfume. 

Examination of the nose shows it to be normal, 
except for a slight congestion of the mucous mem- 
brane. A general examination by the internist proved 
to be negative. Was treated with local applications 
without relief. 

On June 27, 1913, both spheno-palatine ganglia 
were injected with 2 per cent carbolic acid alcohol 
solution with very little pain. On July 1 septal nerve 
injected with same solution. 

Aug. 11, 1913. Has been free from symptoms. Yes- 
terday she took a long dusty automobile ride and 
this morning had a slight attack. 


Nov. 11. Feels fine. Has been perfectly well all 
this time. 
Feb. 21, 1914. Felt fine until yesterday when she 


used an excessive amount of perfume and had a 
slight attack. 

May 20, 1914. 
visit. ) 

Case 3. Mr. H., aged 38 years, first consulted me 
in December, 1913, complaining of difficulty in breath- 
ing. A constant discharge from his nose and post- 
nasal dripping, but no pain. Examination showed a 
deflected septum with large ridge on left side. There 
was a muco-purulent discharge from under the mid- 
dle turbinated and also postnasally. X-ray picture 
showed the ethmoids blocked out. A submucous re- 
section of the septean was first done and later the 
middle turbinated removed and the ethmoids thor- 
oughly curetted and the sphenoid opening enlarged. 
There was quite a severe reaction following the oper- 
ation which continued for several months. During 
this period he developed pain over the eyes, and in 
the back part of the head and behind the mastoid. 
He was treated locally with but little relief. 

In June, 1914, I injected both speno-psiatine gang- 
lia, which gave him a good result for about 2 weeks, 
when the pain returned. I injected again in July, 
1914, this latter procedure giving him relief. I last 
saw him in October, 1914, and he was still free from 
pain. 


Has been well ever since. (The last 
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A PRELIMINARY REPORT ON A NEW 
METHOD OF TREATMENT FOR CERE- 
BROSPINAL SYPHILIS.* 


G. Cart Fisuer, M. D., 
CHICAGO. 


The present methods of treatment for cere- 
brospinal syphilis are not in every way satis- 
factory. 

It is not my wish to point out, at this time, the 
danger or the uncertain results of intraspinal 
treatment, as it is given today, but to suggest 
what is to me a new method of treatment for 
this type of infection, which gives results equally 
promising and I believe is much less liable to 
offer serious complications. 

This method requires no special technic, other 
than is necessary to give salvarsan intravenously, 
and to do a simple lumbar puncture. 

The patient is carefully examined to determine 
whether the case is a suitable one for salvarsan; 
if so, a liberal amount is given intravenously, 
wait twenty minutes and then do a lumbar punc- 
ture and withdraw from ten to twenty cc. of 
spinal fluid. The patient is then placed in bed 
for ten hours and the usual amount of care given 
a salvarsan patient is rigidly observed. 

The reaction offered by the patient, after this 
technic, may begin within a few minutes, and is 
more intense than is found when salvarsan is 
given without the withdrawal of spinal fluid or 
is found after a simple lumbar puncture. 

I believe more careful judgment must be given 
these patients to determine the number of sal- 
varsan injections necessary, as well as the time 
interval and the amount to be given at each 
treatment. 

I have given such treatment at from ten to 
twenty-day intervals, that is, give an intravenous 
salvarsan, wait twenty minutes and then with- 
draw from ten to twenty ec. of spinal fluid by 
lumbar puncture. 

All of my patients who have been treated by 
this technic during the past 8 months say they 
are better. 

The spinal fluid findings show rapid improve- 
ment; clinically they are better. I firmly believe 
that the change for the better must not be ex- 
plained, by saying that it is due to euphoria, or 
that such apparent improvement may not be 
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permanent and is simply a period of remission 
of symptoms so commonly found in these patients 
and so well described by Ehrlich as a condition 
of non-sterilizing immunity. Their improvement 
has been more progressive than I have seen in 
patients treated by other methods, which seems 
encouraging. 

Some of these patients have received intensive 
mercury and iodide treatment in conjunction with 
the salvarsan ; others have received only salvarsan. 

I am not ready to say that I am more pleased 
with the results of the combined treatment than 
with salvarsan alone. 

There are many points of extreme importance 
which remain at issue that bear directly upon 
this technic. A few may be mentioned at this 
time, namely: 

How soon is the normal amount of spinal fluid 
replaced after a lumbar puncture in our cere- 
brospinal patient? 

Where does the spinal fluid come from and 
how? 

What is the greatest amount of spinal fluid 
that may be safely withdrawn at one time and 
how often can it be repeated? 

How much of the salvarsanized serum or other 
remedial agents find their way into the spinal 
fluid after each treatment by the above mentioned 
technic? 

Is the lowered pressure in the spinal canal and 
the slightly increased pressure within the vascular 
system, which is produced by this technic, more 
favorable for the remedial agents in the body 
fluids, to enter the subarachnoid space? 

What are the factors which favor the passage 
of fluids, from the blood stream, into the sub- 
arachnoid space ? 

Is the pathology a factor which modifies the 
passage of remedial agents or other fluids into 
the subarachnoid space? 

It is now quite generally accepted that it is 
possible to find arsenic in the spinal fluid after 
an intravenous injection of salvarsan? 

I firmly believe that one patient may offer 
more resistance to such passage than another and 
that when we learn how to overcome this factor 
we will be able to extend more hope to this class 
of unfortunate patients. 

The cerebrospinal patient, with a persistent 
negative Wassermann in both blood and spinal 
fluid, which does not change with the so-called 
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provocative treatment, and the type at the other 
extreme, from a serological standpoint, which is 
commonly called the Wassermann fast type, that 
is, where both blood and spinal fluid remain 
strongly positive and do not change with intensive 
treatment, are equally slow, if at all amenable 
to any kind of treatment which we offer today. 

After a rather exhaustive review of the litera- 
ture, I have been unable to find any report of 
cases that have been treated by this technic, 
therefore I trust that this report will stimulate 
further investigation in this field. 

2136 Indiana Avenue. 





ANESTHETICS.* 


F. C. Vanpervort, M. D., 
BLOOMINGTON, ILLINOIS. 


District Surgeon, Illinois Central Railroad. 

I take up the subject of anesthetics with some 
misgivings because it would seem that about all 
has been said on this subject. However, I wish 
to take up the subject from the point of personal 
experience. I do not intend to go over the whole 
field of anesthetics, but to give you the benefit 
of my experience as to the best and safest way 
to put a patient to sleep so the desired operation 
can be performed. A poet has said, “Be thy 
sleep silent as the night is, and as deep.” That 
is what the surgeon says to his patient, and what 
he would impress upon his anesthetist to learn 
by heart. Patients nearly always dread the going 
off to sleep. There is always a fear of that sleep 
that knows no waking, hence the anesthetic must 
be pleasant or else the patient must be prepared 
beforehand so that the first whiffs will not cause 
a revulsion. It will be admitted by all that ether 
is by far the safest general anesthetic, and also 
the most unpleasant one to the sense of smell. 
If it is the safest, then it is our duty to use it in 
justice to our patients. How shall we overcome 
the unpleasant features such as strangling, cough- 
ing, nausea and excessive secretion of mucus? I 
have been giving ether at the Kelso Sanitarium 
and Hospital now regularly for about six years 
to about three patients a week. That will cover 
about nine hundred anesthesias. 

We always precede the operation by a hypo- 
dermic injection of a tablet of H MC. As to 
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apparatus we use precisely the same as they do 
at Rochester. Recently Dr. Chas. Mayo said, 
“Until we find something better we shall use the 
method now in vogue here.” It requires no 
paraphernalia and is simple. Anyone can learn 
to be an expert in a little time. The amount 
of H M C must be regulated according to sex, 
age and weight of the patient. A man will 
require a larger dose than a woman and a heavy 
man a larger dose than a light one. It must also 
be given sufficiently long before beginning the 
anesthetic to make the patient drowsy. Very few 
patients who have been properly injected, remem- 
ber going to the operating room. They are appar- 
ently awake, but they are really in twilight sleep, 
which is the ideal condition. In feeble people or 
those of weak respiration less of the H M C 
should be given because of the influence it has 
upon the respiration centers. Ether kills by 
paralyzing the respiration centers, the heart 
usually beating for a long time after respiration 
ceases. There is more danger from anesthetics 
in throat operation than in any other kind of 
operations. The reason for this is that opera- 
tions upon the throat have a tendency to paralyze 
respiration. Not more than one out of twenty 
is nauseated after the operation. In nearly every 
case ‘after serious operation an opiate is required, 
but where H M C has been given this is not 
necessary. 

In all these anesthesias we have never had any 
cases of collapse or any unpleasant symptoms that 
have ever alarmed us, except one, and in this 
case it was due to the diseased reflexes of the 
patient. Objectors say you cannot tell about 
the reflexes of the pupils when the H M C has 
been used. This is not true. After the injection 
has been given and the patient has been brought 
to the anesthetic room the pupils are widely 
dilated. After he comes under the influence of 
the ether the pupils are contracted and remain 
so during the proper administration of the ether. 
One can easily tell how the case is going by 
watching the pupils. By use of this preliminary 
injection we make ether not only the safest but 
also the pleasantest anesthetic. When the hypo- 
dermic injection has been given an hour before 
the operation the patient is half asleep already 
and should under no circumstances be talked to 
or aroused at all. I think no one can tell another 
how to give an anesthetic. The art comes by 
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practice with a mind open to conviction. One 
thing is sure, the anesthetist must attend strictly 
to his business and never become so interested in 
the operation as to forget his part of the case. 
Remember the motto: “Be thy sleep silent as 
the night is, and as deep.” It is really easy to 
keep this silent and deep sleep after it once has 
been attained. When the operator touches the 
peritoneum the sensation is greater and the 
patient requires more ether. 

By attending strictly to his business the anes- 
thetist can regulate the sleep of the patient. It 
is best however, that the anesthetist keep in touch 
with the progress of the operation in order that 
he may know how to regulate the anesthetic. 
What the world wants is a safe method of anes- 
thetizing without expensive and cumbersome 
paraphernalia. I have never used the method in 
vogue in some hospitals, but have seen it, and it 
seems so difficult, and surely so complicated, as 
to render it unsafe to anyone except an expert. 
The responsibility and importance of the anes- 
thetist has not until recently been appreciated. 
A capital operation cannot be performed without 
the anesthetist. The laborer is worthy of his 
hire in this field as well as in other fields. 

This leads me to say that the anesthetic fee 
should never be less than ten dollars in all but 
the simplest and shorter operations, and in these 
it should be five dollars. When the anesthetist 
knows he is being paid for his work he will not 
hurry, or be rushing things along to get away to 
profitable work. This is nothing more than 
human nature. An anesthetist who does some 
operating himself will appreciate what it is to 
have that part of the operation well taken care 
of. What I have been trying to do is to per- 
suade you that we already have a very perfect 
anesthetic used in the way I suggest, and it is 
not necessary to scour the world over for a good 
anesthetic. Study the one you already have, 
rather than fly to others you know not of, and 
cease this pleasing hope, this fond desire for 
something better. 

Perhaps I should say something about the 
method of administering the ether. It must be 
given by the open method. That is, by pouring 
the ether upon an open mask, just the same as 
you do chloroform, except with the latter we drop 
it on, drop at a time. The old way of giving 
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bility was horrible. Always commence by giving 
the ether very slowly so the patient will not feel 
smothered and resist in spite of solicitations to the 
contrary. Patients differ so that no absolute 
rules can be laid down; some will require more 
air than others and so you must study your 
patient. Hardly ever do two people act in the 
same way. The amount of air breathed is con- 
trolled by covering the mask with a towel or 
roll of gauze. Put vaseline on mouth and lips 
to prevent irritation of the skin by ether dropping 
upon it. Put moist sponges over the eyes and 
pin a towel around the head so as to hold the 
wet gauze on the eyes. This is to prevent the 
ether from getting into the eyes by any possi- 
bility. Watch the breathing continually and con- 
trol it by the amount of air or oxygen you permit 
the patient to have. Many patients do not breathe 
well on account of the tongue falling back into 
the throat. Usually this difficulty can be obviated 
by pulling the chin upward and forward which 
is best accomplished by pulling forward on the 
angle of the jaw. In case this does not cause 
easy, quiet breathing, then it will be necessary 
to pull the tongue out of the mouth with forceps 
and hold it with the fingers and a piece of gauze. 
Do not injure the tongue. By care and watch- 
fulness the patient can be kept quietly asleep 
without any risk. I do not like to hear a patient 
breathing heavily ; neither does the operator, and 
besides it is contrary to the poet’s idea. Do not 
overdose the patient. Keep him just so he is 
relaxed and insensible, so when the ether is 
stopped he will almost immediately be wakable. 
In children and in very short anesthesias chloro- 
form is a very satisfactory anesthetic but must 
be given with more caution than ether. Ethyl 
bromide will serve fairly well in operations for 
adenoids in children. Of course, it is better not 
to use anything in these cases except some local 
anesthetic. Somoform has been weighed in the 
balance and found wanting; yes, and dangerous, 
too. It hardly seems worth while to say any- 
thing about spinal anesthesia, for I saw a pro- 
fessor of anesthesia, in a large hospital in London, 
try three times to make the injection and failed. 
Then the surgeon took a hand at it and suc- 
ceeded and I must say that as far as the anes- 
thesia was concerned, it was a success, the patient, 
an old diabetic, lying quietly on the table while 
the surgeon amputated his thigh. The point I 
make is its impracticability. Thus I will con- 
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clude: if you want to guarantee your patient the 
saying, “Be thy sleep as silent as the night is, 
and as deep,” give him an H M C and ethyl 
oxide and he will sleep. 





NORMAL CHILDBIRTH AND HOW TO 
OBTAIN IT.* 


Raymonp E. Hitimer, M. D., 
ORESCENT CITY, ILL. 


Gentlemen: The request of our secretary for 
a paper to be read for your consideration came 
to me as a great surprise, and I accepted only 
because I thought him pressed for material and 
not because I (a youngster amongst you) pre- 
sume to teach you anything. 

I chose for my subject, “Normal Childbirth 
and How to Obtain It.” Perhaps I should have 
added, “In a Natural Manner,” or a rival to 
“Twilight Sleep.” 

While I do not intend to expound the so-called 
“Twilight Sleep” of Kroenig and Gauss, I do 
mean to call your attention to a method of pre- 
paring the parturient woman for labor which is 
easy of accomplishment and absolute in its effects, 
one which will facilitate labor in the most natural 
and easy terms; not by deadening the brain cen- 
ters with narcotics and robbing the mother of her 
natural right (the infant directly after birth), 
but by preparing the mother and babe, not for 
an ordeal of “fire and water,” but for an easy 
natural birth to be looked back upon with pleas- 
ure and thanksgiving. 

The first requisite of this preparation lies with 
yourselves; it is psychological and consists in 
believing what you tell the woman. 

The second is likewise phychological, and is 
made up of making your patient believe what 
you say—that, it will be easy. 

The third is good business tactics on your ast 
and excellent consideration of the mother to be, 
to-wit: Educate your pregnant woman to consult 
you early in pregnancy. 

Fourth, prepare your fetus. You all know the 
size of a baby in utero can be controlled by the 
simple method of diet. I cannot put down any 
hard and fast rules regarding this as our patients 
differ in their ability to assimilate food ; that you 
must study out for yourselves on each individual 
case. This much I can say, as a general rule; 
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insist on plenty of red meats early, gradually 
withdrawing until the third month, when meat 
should be allowed only twice a week. 

The ideal baby from every standpoint should 
weigh from seven to eight pounds at birth—have 
you ever noticed that nature so decreed it? Think 
back and average up your infants’ weights. 

This question of diet not only prevents an 
excess of weight, but also controls the bony struc- 
ture of the infant, the soft-boned baby being the 
easiest for the mother to give birth to for reasons 
which I do not have to advance to you. , 

Now, as to medical treatment. From the 
earliest days keep careful watch of the mother, 
correct any little defects that may present them- 
selves, such as hyperacidity and constipation. 
See to it that elimination is normal, the skin and 
kidneys active. Put your expectant. mother on 
small doses of Mitchella and Macrotys, about five 
minims of each to four ounces of water to be 
taken three times daily in teaspoonful doses for 
the first two months. Increase to ten minims the 
third and fourth months and to fifteen minims 
the following three months; the eighth and ninth 
months have your four-ounce mixture contain a 
full drachm of each to be taken every two hours. 
If the abdomen is tight have her rub olive oil 
into it occasionally and when the word comes 
to you, “Stand not upon the order of your going, 
but go at once,” for you will have no time to 
spare. Why? Because the woman put under 
such treatment does not realize herself how short 
her time is; especially is this true of the multi- 
para who is in the habit of putting in long and 
painful hours. There will be no painful hours, the 
woman will experience a few sharp contractions 
at long intervals and a few little teasing shooting 
pains to which she will pay no attention, but mark 
you, if you are wise tell her to let you know at 
this time; at the very last there will be one 
long continuous contraction which may lead to 
a word from mother, but will also bring forth 
baby; that last pain and a very few intermediate 
ones are all that she realizes at any time. 

In January I stepped into the kitchen of a 
certain house to find the soon-to-be mother wash- 
ing dishes. While working around to do a few 


necessary things I elicited the facts that she had 
felt one or two sharp pains early that afternoon, 
a few of the teasing variety just before supper, 
whica she was preparing herself. After finishing 
her supper she started to wash up the dishes and 
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when through with that, which was not over ten 
minutes after my arrival, she walked into the 
bedroom and was arranging some baby clothes 
when she suddenly caught at the dresser drawer, 
never saying a word, but hanging on tightly for 
about three minutes. I immediately insisted 
upon an examination which was quite naturally 
granted and found a soft patulous os dilated to 
the size of a half dollar. I insisted upon the 
couch at once and was laughed at as it hadn’t 
started to be hard. Nevertheless, I insisted 
and stepped out into the other room while she 
prepared herself, prepared herself, mind you, for 
the bed, which I had previously prepared for 
her. A kindly neighbor woman coming in at 
that time offered her the vessel which she accepted 
and while seated was taken with the last long 
contraction, which I easily recognized by the 
resultant yell. Between us we lifted her to the 
bed hurriedly and the baby was born at once, the 
waters being expelled into the vessel before she 
knew what was taking place. Result: A strong 
healthy baby and a laugh from the mother in less 
than three minutes after giving birth to it, no 
bad after effects and no loss of consciousness. 

That, gentlemen, is what I call normal child- 
birth and it can be secured by you every time by 
following the easy rules of psychology, the care 
of mother and the.child in utero plus the simple 
treatment laid down to you. 

I should like to say this idea is not original 
with me, but so far as I know belongs to Dr. 
Finley Ellingwood of Chicago. It has, however, 
been followed out by me at every possible oppor- 
tunity for the past five years with such uniform 
success that I deemed it worthy of mention. 

I might cite many such instances, perhaps one 
more, which was of especial interest. I will give 
it to you in a condensed manner and it may help 
to drive home my claims. 

Mrs. “L,” a primipara, thirty-seven years of 
age, small, of bony and muscular anatomy, was 
delivered of a healthy girl baby in less than one 
hour of actual accouchement, and with such a 
sense of wellbeing and lack of physical pain that 
she refused to let her husband call the nurse that 
was engaged “at that hour of the morning,” it 
being rather early. 

If these facts have interested you I am very 
glad to have been of service. If you are bored 
I apologize just as heartily. 

Gentlemen, I thank you. 
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Editorials 


THE ANNUAL MEETING. 


In a few more days the Annual Meeting of 
the Illinois State Medical Society will convene. 
It now gives promise of being the largest meet- 
ing the Society has ever held. Springfield is a 
rather popular place as a convention city, and 
the fact that the legislature will be in session 
adds another drawing card for a large attend- 
An ample hotel accommodation is another 
factor in securing a good attendance. At times 
in the past this matter has been overlooked. 

The largest factor, however, in securing a 
good attendance is the activities of a Secretary 
and a Committee of Arrangements. In this in- 
stance our Secretary and Local Committee have 
left nothing undone which they could do to 
insure the comfort of all members attending 
and to provide entertainment for all while in 
Springfield. If the members of the Society are 
only one-half as enthusiastic or make one-half 
the effort that your Committee and Secretary 
are making, then every member of the Association 
will be in attendance at this meeting. 

The scientific program is, of course, the para- 
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mount object of the meeting. The titles of the 
papers to be read make a program of merit, and 
if one may judge these papers from the names 
of their authors, the Association will be assured 
a scientific treat not often excelled. 

The House of Delegates will, no doubt, have 
a number of questions to deal with of vital im- 
portance. There are several bills now pending 
before the Legislature which may not be dis- 
posed of before that time, and on which the 
delegates may advise. 

The Medico-legal Committee reports will be 
of extreme interest to the Association. 

The Section on Public Health and Hygiene is 
offering an especially valuable program and is 
inviting the Health Boards of the State to at- 
tend. 

These and many other equally important mat- 
ters all tend to make this the most interesting 
and valuable meeting the Society has ever held. 

It seems to us that every member of the Society 
should make an effort to attend this Annual 
Meeting. It would be interesting to know the 
number of members who have never attended a 
State Meeting. 

If the attendance is as large as we think it 
will be the officers of your Society will feel 
justified and repaid for the unusual efforts they 
have made to make this year’s meeting a huge 
success and will enlarge their scope and efforts 
for next year, 





PUBLIC HEALTH AND HYGIENE 
SECTION. 


The chairman of this Section, Doctor R. R. 
Ferguson, hereby extends an invitation to every 
local Board of Health in every city and town 
in Illinois to be present at its meeting in Spring- 
field, on Wednesday, May 19, 1915, and to enter 
into the discussion of the important papers to 
be presented. 

No better time nor place could be chosen than 
at this Public Health Meeting of our State 
Society to become acquainted with the men 
throughout the state who are doing work for the 
people similar to that which you are doing as 
members of local Boards of Health; and this is 
the place to exchange views on a variety of sub- 
jects. 

Both the President and Secretary of the IIli- 
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nois State Board of Health will be with us and 
will present papers, the discussion of which will 
be cf inestimable value to everyone present. 

The Chicago Medical Society Milk Commis- 
sion will be represented by Doctor J. W. Vander- 
slice and Doctor Grace Campbell, who are able 
to present the subject of “Certified Milk” in 
the best manner possible since they are active 
members of one of the largest commissions in 
the United States. 

Again “The Collection and Disposal of City 
Wastes” will be handled by Mr. Paul Hansen of 
the University of Illinois, Water Department, 
and in itself will be well worth your trip to 
Springfield. 

Another valuable paper on “Co-operation in 
Public Health Work by Adjacent Municipalities” 
by the Commissioner of Health of the cities of 
Peru, Oglesby and La Salle, will give us the 
actual field experience of the co-operation possi- 
ble to all nearby cities. 

Could you ask for a better presentation of the 
subject of Public Health than is represented in 
the above papers, the program of which will be 
found on another page? 

Let us fill our room to overflowing and there- 
by stimulate the Section on Public Health and 
Hygiene to greater work. 





A REMARKABLE RECOGNITION OF THE 
MEDICAL PROFESSION. 


Dr. C. St. Clair Drake, the very capable and 
genial secretary of the State Board of Health, 
has the unique distinction of being the only 
person ever asked or permitted to address the 
members of the Illinois State Senate while in 
full and regular session. 

During the debate on the Vital Statistics Bill 
(S. B. 213) threatening opposition developed. 
The Senator fathering the bill asked for and 
secured unanimous consent of the Senate to have 
Dr. Drake appear before the members in behalf 
of the bill. After forty minutes of explanation 
and discussion the bill was passed unanimously. 





THE MEDICAL LEGISLATIVE SITUA- 


TION. 


The Optometry Bill (H. B. 9) was reported 
out of the Judiciary Committee Monday, April 
26, at 5 p. m., with recommendation that it do 
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pass, four members out of forty-five being pres- 
ent, as follows: 

Solomon Roderick, 1328 South Spaulding ave- 
nue, Chicago. 

0. P. Tuttle, Harrisburg. 

F. E. Williamson, Urbana. 

W. P. Haladay, Georgetown. 

All four votes in affirmative. 





A BAD BREAK. 


“Which I wish to remark— 
And my language is plain— 
That for ways that are dark 
And for tricks that are vain, 
The heathen Chinee is peculiar.” 

In the lines above Harte stated a truth that 
has become proverbial. But for utter perversity 
the things that sometimes happen to discussions 
before dignified medical societies when (or be- 
fore) they appear in print would get the speak- 
ers’ goats easier than the Chinee purloined the 
pelf of Harte and: Nye in the historic incident 
embalmed in the stanza above. 

To garble the remarks of one speaker would 
be plenty, but to ride roughshod through a dis- 
cussion, omitting all the speakers’ names except 
the first, and thus attributing to him sentiments 
and experiences that he abhors—that, surely, is 
adding insult to injury. Then it is time for the 
editor to take to the bomb proof and write his 
apology—or resignation. 

Our attention has been called to an error in 
the April number of the JouRNAL in reporting 
Dr. O. T. Freer’s discussion of Dr. Charles M. 
Robertson’s article: “Ethmoidal Exenteration.” 

Through an oversight the entire discussion fol- 
lowing Dr. Robertson’s article in the April num- 
ber is attributed to Dr. Freer. Dr. Freer’s 
discussion ends with line 14 of the first column 
on page 323 of the April number. The next 
paragraph beginning : “He reported an opera- 
tion for extensive disease of the ethmoid, in 
which he unfortunately entered the periorbita,” 
and all succeeding paragraphs of the discussion 
do not belong to Dr. Freer’s remarks. Dr. Freer 
wishes it emphasized that he has never entered 
the orbit from the nose in operating and that 
the report of this accident in the discussion 
referred to was made by another speaker at the 
meeting in question. 
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The paragraph beginning, “He reported,” 
should be attributed to Dr. H. W. Loeb of St. 
Louis; the next paragraph to Dr. R. H. Good 
and the last three paragraphs to Dr. Robertson 
(in closing). 





ACTIONS FOR CIVIL MALPRACTICE. 


Rosert J. Forontre, L. L. B., 
CHICAGO, ILL. 
Eighth Article. 

It is not always possible to anticipate before 
trial the exact nature of the claims asserted or 
the defense which will be necessary. As a rule 
the basis of a claim for malpractice can be antici- 
pated with reasonable certainty and preparation 
made accordingly, but now and then an utterly 
inexplicable situation arises, requiring quick 
thought upon a trial and energetic work in pre- 
paring the case while on trial. 

In the case of Dr. Q., now dead, the patient 
was eighty-four years of age when her case was 
called for trial and the doctor was over eighty 
years of age also. He had treated the patient 
for an ulcer of the leg, consequent upon senile 
sclerosis, and the leg becoming gangrenous, am- 
putation was performed. The patient remark- 
able to state, survived the shock of the operation 
and brought suit, alleging negligence in general 
terms. 

The doctor had prescribed a salve for the treat- 
ment of the ulcer, but did not have a copy of the 
prescription, nor was he certain of its exact con- 
tents. Enough appeared to indicate that the 
loss of the limb was attributed by patient and her 
attorney to an improper prescription. 

A canvass of pharmacies in the neighborhood 
of her home failed to disclose the prescription, 
and the trial was commenced with no informa- 
tion respecting the exact contents of the pre- 
scription. 

Upon the trial the plaintiff was first placed 
upon the stand and testified to the attendance 
upon her by the physician; that he prescribed 
medicines which she used and that her leg was 
lost. A detailed cross-examination of her was 
made with no clear idea of what would help and 
what would hurt, but with the sole object of elicit- 
‘ ing all the facts possible and the confidence that 
these would in some way prove helpful when the 
whole case was finally submitted. 


EDITORIAL 


Patient described the medicine which she had: 
used on the limb as a salve, the color of which 
she could not recall. The prescription had been 
taken out by some member of her family to have 
filled and she did not know where the prescrip- 
tion was filled and this was the substance of her 
story, together with description of the gangrenous 
nature of her leg subsequently and its amputa- 
tion. A member of her family testified taking 
the prescription upon a date certain to a drug 
store mentioned by name and there filled. 

The prescription book of the druggist was 
produced. The person who took prescription to 
the druggist doubtfully identified a prescription 
as the one which had been filled and returned to 
the patient for use on the ulcer. The prescrip- 
tion in question was unsigned and was for a 
liniment so strong that it might result in destruc- 
tion of tissue. It will be noted that the patient 
had described a salve, while this prescription 
was for a liniment. 

An assistant was immediately dispatched in 
the neighborhood of the drug store to interview 
all veterinarians and physicians who had pre- 
scribed for horses, on the theory that the lini- 
ment was a horse liniment. 

Fortunately for the relief of the defendant and 
his attorneys, the veterinarian who had written 
this prescription was found before completion of 
the trial. He was prepared to testify that the 
prescription was his own and not that of the de- 
fendant and that it was prescribed for a horse, 
and not for a human being. Through failure to 
properly connect the prescription produced by 
the druggist with the defendant, by showing that 
it was in his hand writing, or otherwise estab- 
lishing its identity with the one delivered by 
defendant to patient, a verdict for defendant 
was directed by the court. The evidence of the 
defendant and veterinarian was therefore not 
produced. 

The rather unusual circumstances under which 
the claim was asserted under this state of facts 
was subsequently learned to be that when the pa- 
tient lost her leg she attributed its loss to im- 
proper medication and immediately consulted a 
lawyer. The container in which the salve had 


been contained had been thrown away, so that 
resort was had to the date of the prescription and 
the recollection of the family of the place where 
Only 


it had been filled, for its identification. 
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one prescription was found on that date in the 
drug ctore not accounted for as the prescription 
of others—that was the unsigned prescription slip 
mentioned. Of course, connecting the defend- 
ant with this prescription was an easy matter to a 
person who would assume that loss of the leg was 
due to his medicines without knowing what they 
were, so that to their own satisfaction all the 
links were complete. 

These hypotheses were rendered unquestion- 
able when a physician was consulted who natur- 
ally advised that the medication shown in the 
unsigned prescription was ‘entirely improper for 
use on an ulcer on a human body. 

The pity of such a situation is not to be 
lavished only on the physicians, but should also 
extend partly to the patient, who by ill-considered 
advice goes through all the anxieties, blasted ex- 
pectations and sense of wrong that grows out of 
such a situation, when a thorough investigation 
and preparation would show how completely base- 
less the claim is. 





RUSH MEN, ATTENTION—ON TO 
SPRINGFIELD. 

Grand Reunion of the Rush Alumni Associa- 
tion in Springfield during the meeting of the 
Illinois State Medical Society, May 18, 19 and 
20. Arrangements have been made for a grand 
gathering at the St. Nicholas Hotel on Wednes- 
day, May 19th, at the noon hour. It is demanded 
that every alumnus be present to make this meet- 
ing a record breaker and to show his loyalty to 
the old school. Be on hand to meet your class- 
mates. Let the banquet hall reverberate with 
the songs and shouts of our college days. Write 
or telephone to our class mate, Dr. F. D. Fletcher, 
local chairman, Leland Office Building, Spring- 
field, Ill., telling him you will be on hand. Do 
it now. Don’t wait until tomorrow. 

Dr. JouHN RITTER, 
Chairman Alumni Reunions & Relations 
Committee. 





THE NEW COMMISSIONER OF HEALTH. 

The following salutatory* of Dr. John Dill 
Robertson, the recently appointed commissioner 
of health of Chicago—especially his reference to 
“working in harmony with the medical profes- 
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sion”—will be read with pleased anticipation 
by the profession of Chicago whose activities are 
in touch at so many points with the Department 
of Health: 


In assuming the duties of the office of Commissioner 
of Health of the City of Chicago I am keenly alive to 
the responsibilities of the position. I think it may be 
taken as fundamental that the great, big factor in com- 
munity work for community good is team work, which 
is the slogan of the present city administration. 

My entire energy will be exercised in the advance- 
ment of the public health and the sanitary welfare of 
the people of Chicago. Publicity and education are im- 
portant factors in public health work. It is the 
province uf the Department of Health to spread public 
health knowledge, to teach people how to keep well. 

The present efficiency of the Department of Health 
will be maintained, and its scope enlarged as means 
permit. Before any new work is undertaken, careful 
consideration will be given to every phase of it and 
expert advice solicited from those who possess it. 

It is desired to have the Department of Health work 
in harmony with the medical profession and all or- 
ganizations of the city whose aim is better hygienic 
conditions. 

Chicago is a splendid city. Its humblest citizen 
should be proud of it. No one should be too high or 
too low to take an interest in its health and progress. 
If it is to be the greatest city in the world it must 
first become the healthiest city in the world. Am I 
asking too much in requesting the people of this great 
city to give me their earnest and cordial support in 
making Chicago the safest city to live in on the Ameri- 
can continent? 

Joun Dict Ropertson, M. D., 
Commissioner of Health. 





ATTENTION, MEMBERS ILLINOIS STATE 
MEDICAL SOCIETY! 


Important changes have been made, and additional 
attractive features have been added to the itinerary 
of the Chicago Medical Society Special Train to the 
A. M. A. Convention and Exposition at San Francisco 
the week of June 21, 1915. 

Owing to the fact that most of our members will 
stop over at numerous places on the return trip, the 
cost of return sleeper, $13.00, has been deducted, mak- 
ing the. total cost of trip $141.00, thereby saving this 
amount, as most of their journey returning will be 
made in the day time. 

Four very important side trips in San Francisco 
have been added without additional cost. 

WHAT THE TOUR INCLUDES. 

First-class railroad ticket to San Francisco, Los 
Angeles, San Diego and return. 

Pullman Standard Sleeper to San Francisco, giving 
an entire section to two persons. 
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If two persons occupy one berth there is a reduc- 
tion of $10.00 on the two tours. 

Transfer of member and checked baggage to and 
from hotel at San Francisco. 

Seven consecutive days at Hotel Plaza in San Fran- 
cisco (only two to double room), including seven 
breakfasts. 

Seventy-five per cent of rooms with private bath, 
those making first reservations having first choice. 

Seven admissions to Panama-Pacific International 
Exposition. 

Admissions to twenty attractions within the Ex- 
position grounds. 

Steamer trip (4 hours), San Francisco Bay, viewing 
the Golden Gate and Exposition grounds. 

Key trolley trip (7 hours), through Oakland, Ala- 
meda and Berkeley, visiting the University of Cali- 
fornia, famous Greek theater and Idora park. 

Trip to Mt. Tamalpais (8 hours), on the “Crook- 
edest Railroad in the World.” 

“Trip to Chinatown” with giude escort. 


Official Itinerary of the Chicago Medical Society 
Special Train. 


Leave Chicago 10:00 p. m., June 17, via Rock Island 
Lines. Arrive Belleville 6:15 p. m., June 18, via Rock 
Island Lines. Arrive Colorado Springs 7:30 a. m., 
‘June 19, via Rock Island Lines. 

Leave Colorado Springs 10:30 a. m., June 19, via 
Denver & Rio Grande. Arrive Salt Lake City 11:30 
noon, June 20, via Denver & Rio Grande (Mt. time). 

Leave Salt Lake City 2:30 p. m., June 20, via West- 
ern Pacific (Pac. time). Arrive Oakland 5:50 p. m., 
June 21, via Western Pacific. Arrive San Francisco 
6:30 p. m., June 21, via Western Pacific. 

Returning over any Central or Southern route you 
may choose. Returning via Northern Route $17.50 
extra. 

The Plaza Hotel has about 75 per cent of its rooms 
with bath, and Gregory Tours have waived their orig- 
inal extra charge for rooms with private bath, there- 
fore those who make their reservations first will be 
assigned to rooms having private bath. 


MAKE YOUR RESERVATIONS NOW—LAST 
CALL. 


Dr. R. R. Ferguson, Chairman Transportation, 
Chicago Medical Society, 
3923 N. Keeler Ave., Chicago, III. 
Dear Doctor: 

Please reserve accommodations for persons 
on our Panama-Pacific International Exposition Tour. 
1 enclose herewith check for $...... , being first pay- 
ment on each reservation (second payment will be 
made in thirty days). 

Make all checks payable to Gregory Tours or Dr. 
Ferguson. 


Signed 
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COUNTY MEDICAL SOCIETIES BOOK 
HEALTH BOARD FILM. 


The response of the county medical societies 
to the invitation of the secretary of the State 
Board of Health to cooperate with him in. an 
effort to have the birth registration film entitled 
“Tommy's Birth Certificate”? or “Why Births 
Should Be Recorded,” shown in the motion pic- 
ture theaters throughout the state, has swamped 
the board with requests. 

More than 350 advance bookings have been 
received and in order to fill these engagements 
within a reasonable period of time two dupli- 
cate reels of this film story have been ordered. 

It is conservatively estimated that fully two 
hundred thousand people will view this film by 
reason of these bookings, and it is believed that 


its showing to so great an audience will do more 


to advance the cause of birth registration than 
any move yet undertaken. 

Incidentally, this plan for reaching the public 
through the agency of the county medical so- 
cieties proves to be most effective and points to 
great possibilities. 

The State Board of Health is particularly 
enthusiastic over the success of the movement 
and is now engaged in working out plans for 
carrying on an important phase of its health 
propaganda in conjunction with the county 
societies. 





NEW OFFICIAL REGISTER OF PHYSI- 
CIANS SOON READY FOR 


DISTRIBUTION 


For several months past the medical registra- 
tion division of the State Board of Health has 
been engaged in preparing a new official register 
of Illinois physicians and within the next two 
weeks copies of this directory will be ready for 
distribution. 

This book contains the name and address of 
every physician now practicing in this state, also 
giving the years of graduation and licensing and 
the school from which he received his diploma. 

In addition to listing practicing physicians the 
directory also presents a complete roster of IIli- 
onis licentiates, including those retired, moved 
away or deceased. 

It is believed that this directory is as accurate 





390 


as great care can make such a work. In its 
preparation the State Board of Health has been 
rendered very valuable assistance by the secre- 


taries of the various county medical societies and- 


by the directory department of the American 
Medical Association. 

Copies of this register can be obtained on 
request addressed to Dr. C. St. Clair Drake, 
secretary and executive officer of the board. 





NEW STATE HEALTH BULLETIN 
DURING MAY. 


The monthly bulletin of the State Board of 
Health, issues of which has been long delayed 
on account of lack of funds for its publication, 
will make its appearance during the current 
month, the legislature having provided funds to 
the State Board of Contracts for this and similar 


DUE 


purposes. 
Five issues of the bulletin are now in the hands 


of the state printer. 





STATE BOARD OF HEALTH OPENS 
BRANCH LABORATORIES IN NORTH 
AND SOUTH ILLINOIS. 


In accordance with the policy of Governor 
Dunne to make his public safety departments of 
increasing service to the people of Illinois, the 
State Board of Health, recognizing the fact that 
its diagnostic laboratory in Springfield is too 
far removed from the people of the northern and 
southern portions of the state to be of any real 
service in the way of diphtheria diagnosis, has 
opened two branch laboratories, one in Chicago 
to serve all north state communities outside of 
Chicago, and one in Mt. Vernon for the accom- 
modation of all south state citizens. The main 
laboratory at Springfield will, of course, continue 
to provide for the people of central Illinois. 

For the present, at least, these branch labora- 
tories will confine their services to diagnosis of 
diphtheria. All other specimens for laboratory 
examination will go to Springfield. 

Physicians desiring to submit specimens to 
the laboratory for the diagnosis of suspicious 
throat cases or for the purpose of determining 
the time when quarantine may be safely raised 
in diphtheria cases, can secure the required cul- 
ture outfits in self addressed shipping tubes at 
any of the numerous free distributing stations 
(formerly known as antitoxin agencies) which 
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have been established throughout the state, at 
least one such station being located in each 
important town. 

No charge is made for this service. 





PENDING LEGISLATION OF SPECIAL IN- 
TEREST TO THE MEDICAL PRO- 
FESSION. 


An unusually large number of bills directly 
and indirectly affecting public health and the 
medical profession have been introduced in the 
Illinois legislature during the present session. 
Many of these are of more than ordinary merit; 
fewer than usual are vicious in character. Com- 
ments heard among old-timers familiar with med- 
ical legislation indicate a better feeling towards 
the profession. The fact that physicians of the 
state are, more than ever before, devoting their en- 
ergies in behalf of constructive legislation has 
tended to better feeling on the part of the law- 
makers and, consequently, when protests against 
vicious legislation are lodged they now are re- 
ceived with better grace and apparently they 
carry greater weight. 

Among measures of a constructive character 
the following are notable: 

The Cornwell bill, providing for the registra- 
tion of births and deaths. This measure has been 
indorsed by the State Board of Health, State 
Medical Society, Chicago Medical Society, Chi- 
cago Health Department and Board of Education 
and practically every women’s organization in IIli- 
nois. It passed the senate April 28th and is now 
in the house, where it is being backed by Repre- 
sentative Edward J. Smejkal, chairman of the ap- 
propriation committee. It stands a good chance to 
pass the house ; it will if supported by the profes- 
sion actively. At the time it was called up on third 
reading in the senate and threatened with defeat, 
Senator Cornwell succeeded in having the senate 
consent to hear Dr. Drake, secretary of the State 
Board of Health, in behalf of the bill, this being a 
courtesy never before extended to a non-member 
of the senate, at least while that body was in regu- 
lar session. The final vote on the measure stood 
32 for and none against it. 

The Burres bill (H. B. 477), amending the 
Medical Practice Act, in a way providing for su- 
pervision over licentiates now exempt on account 
of a defect in the present law. The only oppo- 
nents of this bill are the quacks and crooked prac- 
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titioners, who fear regulation. A similar bil) has 
been defeated several times in the past through 
the influence of newspapers, fearing loss of the 
quacks’ advertising. This bill should receive the 
immediate active attention of all legitimate prac- 
titioners. It is now on third reading in the house 
and has yet to reach and pass the senate. 

The Thon bill (H. B. 582) provides for the 
reporting and handling of cases of opththalmia 
neonatorum, with the object of preventing blind- 
ness from infections at birth. Permits midwives 
to use prophylactic, but not to treat. Bill framed 
by leading ophthalmologists of the state. On 
third reading in the house. Now opposed by 
Christian Scientists and League for Medical 
Freedom. Will require strong urging to pass. 

The anti-narcotic bill (S. B. 300), introduced 
in the senate by Senator Boehm. Drafted along 
lines of the federal law, but materially improving 
same. Approved by Council of the Chicago Med- 
ical Society. Now on third reading in the sen- 
ate. Must still go to house. Prompi action nec- 
essary now to get through in time. 

The anti-vending bill (S. B. 84) is being 
amended to death in the judiciary committee of 
the senate. Patent medicine vending concerns 
fighting this measure vigorously. Little hope 
for it unless medical profession act very vigor- 
ously and at once. 

The status of bills which do not meet with 
favor in the profession is as follows: 

Optometry bill (H. B. 9), intelligently op- 
posed in judiciary committee by representative 
physicians of state, was reported out April 26th, 
when only 4 out of 44 members of committee 
were present, with recommendation that it do 
pass. Now on first reading in house. Indica- 
tions are that immediate and strong efforts are 
required to defeat this measure on floor of house. 
Same bill is in license committee in senate (S. B. 
30), but no hearings have been announced. 

The State Health Department reorganization 
bills (H. B. 592 and S. B. 240), strongly con- 
demned by the Council of the Chicago Medical 
Society and by various county medical socie- 
ties, are still in committee with no hearings 
announced. It is to this bill that the osteopaths 
have pinned their faith as affording them an 
opportunity to secure a separate examining board. 


CORRESPONDENCE 


Correspondence 


DESERVES A MEDAL. 


To the Editor: In our family are “Father and 
seven sons,” all active physicians, practicing our 
profession in the State of Illinois. Do you 
know of a record in this state or the U. S. that 
will beat our record, 

Respectfully yours, 
H. V. Donovan, M. D. 


No, we do not know of a record that is within 
sight of yours. It certainly is a remarkable 
instance, and, in the words of Harry Lauder, 
“Ye canna beat it.”—Editor. 





ANTINARCOTIC LAW RECORD BOOK 


The Abbott Alkaloid Company have issued a little 
book which will be extremely convenient to doctors, 
druggists and veterinarians for keenig their records in 
compliance with the Harrison antinarcotic law. 

The book contains a digest of the antinarcotic law, 
directions for recording the purchase of and dispensed 
narcotics, and about 100 blank pages, ruled in a very 
convenient form, for the records. 

A copy may be had by addressing the Abbott Alka- 
loidal Company, Ravenswood Station, Chicago. Price 
25 cents. 





AUTO TIRES 


“We have succeeded in building an inner tube which 
outlasts any tire, four tubes outwearing five casings, 
on the average,” says L. C. Rockhill, Manager of the 
Automobile Tire Department of the Goodyear Tire & 
Rubber Company, Akron, Ohio. “Our tubes are lami- 
nated, that is, they are built up layer on layer. First 
we roll the rubber into thin sheets so that any flaws 
can be readily seen, and faulty sheets discarded. 
These sheets are wrapped together and vulcanized into 
one solid rubber tube. Tubes built of one piece of 
rubber often contain flaws which are not detected. 

“This year we are making our tubes thicker, aver- 
aging 14 per cent heavier than before. Yet, notwith- 
standing this added thickness, we have lowered our 
price 20 per cent, which makes the Goodyear Lami- 
nated Tube cost about the same as others. 

“We have found that car owners using our inner 
tubes with other makes of tires are often converted to 
the use of our Goodyear Fortified Tires through the 
splendid performance of the laminated tubes. Auto- 
mobilists who are buying more tubes than tires can 
easily obviate this condition by using Goodyear Lami- 
nated Tubes.” 
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Auto Sparks and Kicks 





CAUSES OF OVERHEATING. 


The reasons for motor overheating can be di- 
vided into three general groups: 1, faulty water 
circulating system ; 2, faulty motor condition ; 3, 
improper control of motor. 





CASTILE SOAP FOR MOHAIR TOPS. 


1 have frequently heard persons ask what sort 
of dressing they should use to remove the spots 
from the mohair tops of their cars. In answer 
to these inquiries I think the safest information 
to give is that castile soap with lukewarm water 
will generally remove these spots. Many of the 
users of these tops employ gasoline which dis- 
solves the rubber interlining. 





WATCH THE RADIATOR. 
Old-type radiators have a habit of becoming 
clogged and inefficient from slight causes. The 
tubes or sections may have a deposit of foreign 
matter, which, while not hindering the flow of 
water, nevertheless prevents the proper radiation. 
—Auto Trade Jour. 





GIRL NOT NEGLIGENT. 

That a young girl seven years old, crossing a 
street at a jog trot, was not guilty of negligence, 
if she was run down and injured at a place end 
hour where automobiles might be expected to 
move at a moderate speed, was recently decided 
in Massachusetts. 

The court held that, as the automobile was 
moving at from 15-20 miles an hour, and no horn 
was sounded, it was significant that the motorist 
was negligent, in view of the close proximity of a 
school house and the actual presence of children 
nearby.—T'rips v. Taft, 106 N. FE. 578. 





CARBON IN OILS. 


A lubricating oil cannot be produced which 
will not leave some carbon when it is exposed 
to the high temperatures of an explosion which 
is between 2,000 and 3,000 degrees, considerably 
above the flashing point of any oil. For this 
reason the claims of some concerns that their 
product is noncarbon are misleading. 
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OIL SOMETIMES USED TOO LONG. 


Among the motor troubles caused by improper 
lubrication are those due to using the oil too 
long. Because the gauge indicates there is a 
sufficient supply in the reservoir many motorists 
take it for granted that the working parts will 
be ‘properly lubricated. This is an error, for 
all oils wear out; that is, its physical and chemi- 
cal properties undergo a progressive and destruc- 
tive alteration in service. 





NEW MAGNETIC GEAR. 

“One of the latest developments in motor car 
equipment is an electrical apparatus through 
which the power of the gasoline engine is trans- 
mitted to the propeller shaft solely by magnetic 
force, thus doing away with the necessity for 
gear shifts, or other mechanical transmission,” 
says Popular Mechanics Magazine. “This appa- 
ratus differs radically from the ordinary electri- 
cal transmission in that only so much of the 
power of the engine as is required for transmis- 
sion purposes is converted into electrical force. 
The apparatus consists of two electrical units, in 
both of which the armature is fixed to the pro- 
peller shaft of the car. In the first, or forward, 
unit the field is fixed to the engine shaft and 
revolves with it, while in the second, or rear, 
unit the field is stationary and is supported on 
the frame of the car. In the various stages of 
operation the first unit acts as dynamo, magnetic 
clutch, and motor, and the second unit as motor 
and dynamo. The action of these units is con- 
trolled through resistance coils.” 





SKIDDING CAUSES TIRE WEAR. 


Skidding, of course, may be due to a number 
of things, but the chief cause of tire wear from 
skidding, is due to sudden application of the 
brakes, especially on country roads. We all 
know that sand will cut and country roads con- 
tain a bit of sand. When the brakes are applied 
suddenly and the wheels slide, even though it be 
slightly, the sand cuts into the tread. On city 
pavements, too, the skidding causes the tires to 
wear. Friction causes wear and tire skidding on 


a city pavement is equivalent to rubbing the tire 
against a rough substance, with the result that 
the tread will wear rapidly and usually in spots.— 
Motor Age. 
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ILLINOIS STATE MEDICAL SOCIETY, 


SIXTY-FIFTH ANNUAL MEETING, 
Springfield, May 18, 19 and 20, 1915. 
OFFICIAL PROGRAM. 

OFFICERS. 

Albert L. Brittin, President, Athens. 

Charles W. Lillie, President-Elect, East St. 
Louis. 

Otto T. Freer, First Vice-President, Chicago. 

Everett J. Brown, Second Vice-President, De- 
‘atur. 

Andrew J. Markley, Treasurer, Belvidere. 

Wilbur H. Gilmore, Secretary, Mount Vernon. 

Clyde D. Pence, Editor, Chicago. 


THE COUNCIL. 
Clyde D. Pence, Chicago, ’15. 
Charles D. Center, Quincy, 715. 
Frank C. Sibley, Carmi, 715. 
August H. Arp, Moline, ’16. 
Charles S. Nelson, Springfield, ’16. 
Charles F. Burkhardt, Effingham, 716. 
Elmer B. Cooley, Danville, 717. 
Emil Windmueller, Woodstock, ’17. 
Edwin 8. Gillespie, Wenona, *17. 


STANDING COMMITTEE. 
SCIENTIFIC WORK. 


C. U. Colima, Chairmam. ....cccccsecees Peoria 
Lawsenes Gpetie’ «occ ci ccc ctew ee usuas Chicago 
A. O, GHEE « vinsiecdtiwiveseses ‘seven Chicago 
E. W. Fiegenbaum............... Edwardsville 
C. B. Welbatiwcits 006 asp dionedatats vanes Peoria 
J. OC. Batty ccuntic che dbdsnansiee dele ur Chicago 
R. R. POs awisccdscdsumenpeswe Chicago 
ee ee eee eee Litchfield 


President and Secretary (Ex-Officio). 
PUBLIC POLICY 


A. M. Harvey, Chairman.............. Chicago 

O. BE, TRRMOMOs 5 io ccc ec csscctuncnte Clinton 

Chastes EE PUG cncidc ens ine b0s tice Chicago 
MEDICAL LEGISLATION. 

L. C. Taylor, Chairman............ Springfield 

J. Wh, Bagtey ncckudt edie raw osctnd Peoria 

N. Mi Bs 5 nn cccccerdests mavue Chicago 
MEDICAL EDUCATION. 

A. M. Corwin, Chairman.............. Chicago 

Frank Buckmaster................. Effingham 


Mortin. 3, Wilber. .. i sexsievds newlls <0 Chicago 
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MEDIOO-LEGAL. 
C. B. King, Chairman.............++- Chicago 
SECRETARIES’ CONFERENCE. 
H. F. Bennett, President............ Litchfield 
Elizabeth Ball, Vice-President.......... Quincy 
C. W. Carter, Secretary............... Clinton 
ARRANGEMENTS. 
H. C. Blankmeyer, Chairman»... 7 . Springfield 
BRE, PM oc We ccncictcndess Springfield 
VD. FERNS Ev cov ccccsscestes Springfield 
By Ts Tc onan gposcpapeccteen Springfield 
A C. Baxter....... p chest deat wee Springfield 





ORDER OF PROCEEDINGS. 
Registration Office in the Exhibit Hall, on the 
first floor of the Masonic Temple. 


First Day—Tuesday Morning. 

9 :30—Call to order of the Society in General 
Session by the President, Albert L. Brittin, 
Athens, in Blue Lodge Room, Masonic Temple. 

Report of the Chairman of the Committee on 
Arrangements, H. C. Blankmeyer, Springfield. 

10:00—Call to order of Secretary’s Confer- 
ence, Blue Lodge Room, Masonic Temple, by H. 
F. Bennett, President, Litchfield. 

11:00—Surgical Clinics at St. John’s and 
Springfield Hospitals for the Section on Eye, 
Ear, Nose and Throat. 
First Day—Afternoon. 

3 :30—Call to order of the House of Delegates, 
in the Blue Lodge Room of the Masonic Temple, 
by the President, Albert L. Brittin. 

4:00—Call to order of the Section on Eye, Ear 
Nose and Throat, by the Chairman, C. B. Welton, 
Peoria. Leland hotel for President’s address. 

First Day—Evening. 
FIRST PRESBYTERIAN CHURCH, SEVENTH AND 
CAPITOL AVENUE. 

8 :00—President’s Address, Albert L. Brittin, 
Athens. Oration on Medicine, Prof. E. J. James, 
President University of Illinois. 

Second Day—Wednesday Morning. 

9 :00—Call to order of Sections 1 and 2, for 
the reading and discussion of the papers of the 
program. Commandery Room, third floor of Ma- 
sonic Temple. 
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Call to order of the Section on Eye, Ear, Nose 
and Throat, in the sun parlor of the Leland hotel, 
by C. B. Welton, Chairman, Peoria. 

Call to order of the Section on Public Health 
and Hygiene, in the Blue Lodge Room, second 
floor of the Masonic Temple, by R. R. Ferguson, 
Chairman, Chicago. 

12 :30—Adjournment for luncheon. 


Second Day—Afternoon. 
2:00—Oration on Surgery, by Willard Bart- 
lett, St. Louis, Mo. 

4:00—Meeting of the Medico-Legal Commit- 
tee, in Masonic Temple, C. B. King, Chicago, 
Chairman. 

Second Day—Evening. 

8:45—Stag Smoker, given by the Sangamon 
County Medical Society, third floor of the Ma- 
sonic Temple. 

The three-act burlesque, “Twilight Sleep,” 
will be given at this time. Admission will be by 
ticket only, which must be secured at time of 
registration. 


Third Day—Thursday Morning. 
9:00—Call to order of Sections 1 and 2 for 
the continuation of the program. 
12 :30—Adjournment for luncheon. 


Third Day—Afternoon. 

1:30—Reconvening for continuation and com- 
pletion of program. 

4:00—Call to order in General Session by the 
President to receive the report of the House of 
Delegates. 

Induction of President-Elect. 

5:30—Final adjournment. 


EYE, EAR, NOSE AND THROAT CLINIC. 

The Clinics to be held by the Section on Eye, 
Ear, Nose and Throat will consist of the follow- 
ing operations and demonstrations : 

Tonsil Operations. 

Alcohol Injections into Nasal Nerves and 
Ganglion. 

Operations on Lacryma! Sac. 

Radical Mastoid with Burr. 

Demonstration of the Labyrinth Tests. 

Demonstrations of Bronchoscopy and Oesoph- 
agoscopy. 

Demonstration of Suspension of Bronchoscopy 
and Esophagoscopy. 
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Alcohol Injections of Spheno-Palatine Gan- 
glion. 

Demonstration of Original Procedure for 
Maintaining Permanent Interocular Drainage in 
Glaucoma. 

Intracapsular, or Smith Operation for Cataract. 

Middle Turbinectomy and Ethmoid Exentera- 
tion. 

This Section will hold a banquet in the Sun 
parlor of the Leland hotel, May 18th, at 6 p. m. 


ALUMNI BANQUET. 

The Alumni banquets will be held as follows: 

Northwestern, Leland hotel, May 19th, 12:30 
p. m. 

Rush, St. Nicholas hotel, May 19th, 12:30 
p- m. 

Jefferson, St. Nicholas hotel, May 18th, 6:00 
p. m. 

Barnes, St. Nicholas hotel, May 19th, 7:00 
p. m. 

Washington University, St. Nicholas hotel, 
May 19th, 12:30 p. m. 

St. Louis University, Illinois hotel, May 19th, 
12:30 p. m. 

P. & S., Chicago, St. Nicholas hotel, May 19th, 
7:00 p. m. 

M. & S., Chicago, Leland hotel, May 19th 
6:30 p. m. 

Michigan, Sangamo club, May 19th, 12:30 
p. m. 


b 


ENTERTAINMENT FOR LADIES. 

Tuesday, May 18, 1915. 

4:00 p. m.—Reception and Tea at the Art In- 
stitute. 

Wednesday, May 19. 

10:00 to 12:00 a. m.—Lincoln Pilgrimage and 
Parks, in automobiles. : 

4:00 to 6:00 p. m.—Reception by Mrs. Dunne 
at the Mansion. 

8:00 to 11:00 p. m.—Theatre—Chatterton. 


OFFICIAL PROGRAM. 
Section ONE. 


A. C. Croftan, Chairman Chicago 
E. W. Fiegenbaum, Secretary... . Edwardsville 
Sgotion Two. 


C. U. Collins, Chairman 
Lawrence Ryan, Secretary 
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Wednesday, May 19, 9:00 a. m. 


Infections of the Hand, George Kreider, 
Springfield. 

Discussion :—Allan B. Kanavel, Chicago. 

The Mechanism of Exhaustion, Frank Nor- 
bury, Jacksonville. 

Discussion:—S. N. Clark, Hospital; R. T. 
Woodyatt, Chicago. 

The Civil Liability of Physicians for Mal- 
practice, John H. Miller, Pana. 

Discussion :—G. J. Mautz, Springfield. 

The Administration of Antitoxin, 
Murphy, Dixon. 

Discussion :—H. W. Cheney, Chicago. 

Principles Underlying the Treatment of Septic 
Peritonitis, J. E. Allaben, Rockford. 

Discussion :—George DeTarnowsky, Chicago. 

Hypopituitarism Not Associated with Tumors 
of the Pituitary Body, J. F. Percy, Galesburg. 

Discussion:—A. H. Dollear, Jacksonville; 
Dean D. Lewis, Chicago; W. H. Holmes, Chi- 
cago; Allan B. Kanavel, Chicago. 

Wednesday Afternoon at 2:00. 

Oration in Surgery: 

A Clinical and Experimental Study of Post- 
Operative Ventral Hernia, Willard Bartlett, St. 
Louis, Mo. 

Some Anatomical Considerations in Surgery 
of the Bile Ducts, E. Mammen, Bloomington. 

Discussion :—Carl Black, Jacksonville. 

The Liver in Gall Stone Disease, Frank Buck- 
master, Effingham. 

Discussion :—E. P. Sloan, Bloomington. 

Traumatism as an Etiological Factor in Pul- 
monary Tuberculosis, J. W. Pettit, Ottawa. 

Discussion :—George T. Palmer, Springfield ; 
M. N. Moyer, Chicago; H. C. Mitchell, Carbon- 
dale. 

Management of Injuries of the Ankle Joint, 
John B. Murphy, Chicago. 

The Identification and Significance of Certain 
Types of Cardiac Irregularity. (With lantern 
slides.) J. F. Churchill, Chicago. 

Discussion :—J. B. Herrick, Chicago. 

The Painful Manifestations of Myocardial Dis- 
ease, L. C. Taylor, Springfield. 

Discussion :—E. J. Brown, Decatur. 

Ten Years’ Experience in the Treatment of 
High Blood Pressure, A. R. Elliot, Chicago. 


E. S. 


STATE MEETING ANNOUNCEMENT 


Discussion :—Frederick Tice, Chicago; T. J. 
Holke, Freeport. 


Thursday, May 20, at 9:00 a. m. 

Operative Treatment of Uterine Prolapse, H. 
T. Byford, Chicago. 

Discussion :—Robert T. Gilmore, Chicago. 

Radium Injections in Chronic Arthritis, K. F. 
Snyder, Freeport. é 

How to Accurately Localize Foreign Bodies in 
the Chest. The Method of Their Removal. Pre- 
sentation of Cases. Emil G. Beck, Chicago. 

Discussion :—George H. Weber, Peoria. 

Comparative X-ray Work, E. M. Sala, Rock 
Island. 

Discussion :—D. N. Eisendrath, Chicago. 

Civil War Medicine and After, C. B. Johnson, 
Champaign. 

Discussion :—P. J. H. Farrell, Chicago; Chas. 
D. Center, Quincy. 

The Treatment and Prognosis of Syphilis of 
the Nervous System, Ralph C. Hamill, Chicago. 


Thursday Afternoon at 2:00 p. m. 


Etiology and Diagnosis of Brachial Plexus 
Lesions, George W. Hall, Chicago. 

Discussion :—C. Wood, Decatur. 

Post-Operative Embolism, 8. M. Miller, Peoria. 

Discussion :—Robert A. Noble, Bloomington. 

Focal Infection a Factor in General Patholog- 
ical Conditions, with Especial Reference to Infec- 
tion of the Tonsils, F. Brawley, Chicago. 

Discussion :—C. B. Welton, Peoria; W. S. 
Gailey, Bloomington. 

Modern Surgery of the Epididymis, Irvin 8. 
Koll, Chicago. 

Supporting Measures of Treatment in the 
Psychoses, Sanger Brown, Chicago. 

A New Method of Securing Bony Ankylosis of 
the Vertebra in Potts’ Disease, Through a Bone 
Transplant, A. E. Halsted, Chicago. 

Discussion :—E. W. Ryerson, Chicago. 
Section on Eye, Ear, Nose anp THRoart. 
SUN PARLOR OF LELAND HOTEL. 

C. B. Welton, Chairman 
Joseph C. Beck, Secretary 

Trephining versus Iridectomy in Glaucoma, H. 
W. Woodruff, Joliet. 

Discussion opened by Thomas Faith, Chicago. 

The Oculo-bulbar Seton in the Treatment of 





396 ILLINOIS MEDICAL JOURNAL 


Glaucoma. (Illustrated by lantern slides.) 
Casey Wood, Chicago. 

Discussion opened by G. T. Jordan, Chicago. 

Complications of Middle Ear Suppuration, 
George E. Shambaugh, Chicago. 

Discussion opened by Joseph C. Beck, Chicago. 

Sympathetic Ophthalmia. (Lantern slides 
and tlemonstration of case), Robert Blue, Chi- 
cago, 

Discussion opened by J. Sheldon Clark, Free- 
port. 

Treatment of Tuberculosis of the Larynx, E. 
E. Edmondson, Mt. Vernon. 

Disenssion opened by H. J. Pollock, Chicago. 

Influence of Systemic Infections and Toxemias 
on Eye, Ear, Nose and Throat Conditions, H. M. 
Starkey, Rockford. : 

Discussion opened by Frank Brawley, Chicago. 

Opening of the Frontal Sinus with Demonstra- 
tion of the Operation on the Cadaver, Otto Freer, 
Chicago. 

Diseussion opened by Charles Robertson, Chi- 
cago. 

Syphilis of Internal Ear, G. H. Mundt, Chi- 
cago. 

Discussion opened by 0. J. Stein, Chicago. 


Non-Suppurative Sinus Diseases in Relation to 
Eye, J. A. Cavanaugh, Chicago. 

Discussion opened by R. J. Tivnen, Chicago. 

The Blind Spot, Harry 8S. Gradle, Chicago. 

Discussion opened by G. F. Suker, Chicago. 

Further Consideration of the Tonsils as a 
Source of Focal Infections, Frank Brawley, Chi- 


cago. 

Discussion opened by Carroll B. Welton, 
Peoria. 

Foreign Bodies in the Respiratory Tract, 8. A. 
Friedberg, Chicago. 

Discussion opened by G. W. Boot, Chicago. 

Causes for Catching Cold, A. M. Corwin, Chi- 
cago. ; 

Discussion opened by A. B. Middleton, Pontiac. 

Prophylaxis in Progressive Cataract, J. W. 
Dunn, Cairo. 

Discussion opened by A. L. Adams, Jackson- 
ville. 

The Use of Lead and Slippery Elm Plates in 
Nasal Surgery, A. E. Prince, Springfield. 

Horse Hair Suture for the Relief of Tension 
in Giaucoma, J. Whitefield Smith, Bloomington. 
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Discussion opened by W. O. Nance, Chicago. 

The Diagnosis of Ostosclerosis, G. W. Boot, 
Chicago. 

SecTION oN Pusiic HEALTH AND Hyatene. 
BLUE LODGE ROOM, SECOND FLOOR, MASONIC 
TEMPLE. 

R. R. Ferguson, Chairman 
M. W. Snell, Secretary 

Recent Practice Relating to City Wastes’ Col- 
lection and Disposal, Paul Hanson, Engineer 
State Water Supply, University of Illinois. 

Co-operation in Public Health Work by Ad- 
jacent Municipalities, G. H. Ruddiger, Commis- 
sioner of Health of La Salle, Peru and Oglesby, 
Iilinois. 

The Making of a Medical Milk Commission, J. 
W. Van Derslice, Chicago Medical Society Milk 
Commission. 

Medical Inspection of Employee on Certified 
Farms, Grace H. Campbell, Chicago Medical So- 
ciety Milk Commission. 

Some Pressing Publie Health Needs in Illinois, 
C. St. Clair Drake, Secretary Illinois State Board 
of Health. 

The Doctor's Opportunity to Conserve the 
Health of the State, John 8. Robison, President 
Illinois State Bgard of Health. 


County Secrerarres’ CoNFERENCE. 
BLUE LODGE ROOM, SECOND FLOOR MASONIC 
TEMPLE. 
H. F. Bennett, President 
Elizabeth Ball, Vice-President 
C. W. Carter, Secretary 


The Secretary’s Job 
E. W. Fiegenbaum, Edwardsville 
Some Reflections E. W. Weis, Ottawa 
The County Society and the A. M. A 
A. R. Craig, Chicago 
A Recording System for County Secretaries. . . 
T. D. Cantrell, Bloomington 
County Medical Society Problems: 
(a) In the Big Society 
cncacutphstekscnta C. E. Humiston, Chicago 
(b) In the Small Society 
W. C. Blaine, Tuscola 


Special attention is called to the fact that the 
Secretaries’ Conference meets at 10:00 a. m., on 
Tuesday the first day of the session. This is 
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made necessary in order to give the afternoon of 
the first day to the meeting of the House of Dele- 
gates. 
EXHIBITORS. 

Horlick’s Malted Milk. 

John MeIntosh Co., Physicians’ Supplies. 

Sharp & Smith, Makers and Importers of 
Surgical and Veterinary Instruments, Hospital 
Supplies, Elastic Stockings, Artificial Limbs, ete. 

Welch Grape Juice Company. 

Wm. Meyer & Co., Electrical Supplies. 

Armour & Co., Pharmaceutical Products. 

Mellin’s Food. 

Meder Manufacturing Co., Surgical Instru- 
ments. 

Mudlavia Springs Company. 

Lederle Antitoxin Laboratories. 

teed & Carnrick, 

W. B. Saunders Medical Book Company. 

Taylor Instrument Company. 

C. V. Mosby & Go., Medical Books. 

Radium Chemical Company. 

Abbott Alkaloidal Company. 

Truax, Green & Co. 

W. D. Allison & Co. 





MAY ANNOUNCEMENT. 


“STAG” SMOKER. 


The entertainment committee earnestly re- 
quests you to be present on time at which 


“TWILIGHT SLEEP” 
will be presented in all its pristine glory by ten 
of the histrionic members of the Sangamon 
County Medical Society in a little three-act bur- 
lesque, beginning at 8:45 o’clock sharp on 
Wednesday evening, May 19, on the third floor of 
the Masonic temple. Admission will positively 
be by ticket only, which will be given you at the 
time of registration. The tickets will be limited 
and no duplicates will be issued under any cir- 
cumstances. Make sure you have one before leav- 
ing the registration booth. In case the play does 
not please you, leaving the hall will be permitted 
only between acts. There is no limit on the 
cigars, however. If the cigars do not suit you, 
the entertainment committee will furnish you 
with a pipe. 
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Your ‘attention is respectfully called to the 
following schedule of Alumni banquets: 

Northwestern, Leland hotel, May 19, 12:30 
p. m. 

Rush, St. Nick hotel, May 19, 12:30 p. m. 

Jefferson, St. Nick hotel, May 18, 6:00 p. m. 

Barnes, St. Nick hotel, May 19, 7:00 p. m. 

Wash. University, St. Nick hotel, May 19, 
12:30 p. m. 

St. Louis Univ. Illinois hotel, May 19, 12:30 
p. m. 

Chi. P. & S., St. Nick hotel, May 19, 7:00 p. m. 

Chi. M. & S., Leland hotel, May 19, 6:30 p. m. 

Michigan, Sangamo club, May 19, 12:30 p. m. 

General, Masonic Temple, May 19, 6:30 p. m. 

E. E. N. & Throat, Leland hotel, May 18, 6 :30 
p- m. 

ak * * 

The reservations committee wishes to be in- 
formed of your intentions as soon as possible on 
account of the possibility of the legislature being 
in session at the time of the meeting of the state 
society. Please be explicit in your requests for 
reservations. 

*- * * 

The registration booth will be located in the 
northeast corner of the main floor of the Masonic 
temple. All members are requested to place their 
names on the register as early as possible. This 
is imperative. 

Address all communications and suggestions to 

H. C, Buanxmeyer, M. D., Chairman, 
Committee on Arrangements, 
Springfield, Ill. 





Society Proceedings 


CLARK COUNTY. 
Society met at courthouse, Marshall, Ill, April 8, 
1915, at 2 p. m. in annual session. 
Members present: Burnside, S. W. Weir, Hall, Wil- 
hoit, Anderson, Houser, Ryerson, Lewis, Duncan, L. J. 


Weir, Marlow, McCullough, Johnson, Prewett, 
Mitchell, R. H. Bradley, S. C. Bradley, Haslitt; visitor, 
Dr. Bert Roan, Berwick, Ill. 

Dr. T. H. Lewis presented the subject of the meet- 
ing, “Perineal Lacerations,” in a systematic paper, 
giving anatomy of perineum, causes of lacerations 
or rather the causes why the perineum is not lac- 
erated in all cases of labor, describing lacerations of 
greater and less degree, recommended in treatment, 
prophylaxis by retarding progress of head by direct 
pressure during pains, especially in primiparae, etc., 








and repairing immediately as a rule. Dr. Prewett led 
the discussion, stating his cases operated on at once 
gave unsatisfactory results. All members present dis- 
cussed the subject thoroughly. Some of the doctors 
hesitated to repair immediately and recommended op- 
eration later in a hospital. Most of them, however, do 
repairing at once and usually get good results, and 
thus prevent the many female diseases that result 
in after years from tears in confinement, and it 
seemed to be the consensus of opinion, after a thor- 
ough discussion, that in most cases immediate sutur- 
ing is the proper thing and in other extensive lacera- 
tions and in homes where it is difficult to get proper 
surroundings the operation should be done later in the 
home after thorough preparation; that any home can 
be prepared so that clean, aseptic work may be done; 
that tears of 4% or % inch, not extending far up the 


vaginal wall, need no sutures and must be expected - 


in most cases in first labor, but lacerations of any 
considerable degree should always be repaired, and 
such cases in the past one or two decades are more 
generally thus relieved of much future trouble and 
that fewer women are now seen with prolapse of 
womb, bladder and rectum, with their trains of symp- 
toms and suffering. 

Officers for the ensuing year were elected as fol- 
lows: President, P. P. Haslitt; vice-president, S. W. 
Weir; secretary-treasurer, L. J. Weir; delegate, L. A. 
Burnside; alternate delegate, P. P. Haslitt; censors, 
R. H. Bradley, R. A. Mitchell and L. H. Johnson; 
legislative committee, S. C. Bradley. 

The annual reports of the secretary and treasurer 
were read. Scientific meetings during the year, 8; 
minimum attendance, 9; maximum attendance, 12; 
average attendance, 11. 

Program for ensuing year was presented by the 
committee and adopted as follows: 

PROGRAM OF THE CLARK County Mepicat Society, 
May 13, 1915, To Aprit, 1916. 

May 13, 1915—“Materia Medica and Therapeutics,” 
Dr. C. D. Ryerson. Discussion by all members. 

June 10, 1915—“Urinary Analysis in Nephritis,” Dr. 
G. B. R. Williams, Discussion led by Dr. L. A. Burn- 
side. 

July 8, 1915—“Diarrheas in Children,” Dr, L. H. 
Johnson, Discussion led by J. L. McCullough. 

August 12, 1915—“Fish Fry,” Dr. L. A. Burnside 
presiding. Discussion led by Dr. Joseph Hall. 

September 9, 1915—“What to Do in the Accidents 
of Labor,” Dr. S. W. Weir. Discussion led by Dr. 
P. P. Haslitt. 

October 14, 1915—“Thyroid Disease,” Dr. S. C. 
Bradley. Discussion led by Dr. L. J. Weir. 

December 9, 1915—‘“Business Affairs of the Pro- 
fession,” Chapter II, Section 3 of By-laws, Dr. I. L. 
Firbaugh. Discussion led by Dr. J. W. Marlow. 

February, 1916—“Internal Secretions,” Dr. R. A. 
Mitchell. Discussion led by Dr. C. D. Ryerson. 

April, 1916—“Suggestive Therapeutics,” Dr. W. 
M. Rogers. Discussion led by Dr. G. T. Rowland. 

The following was unanimously adopted: 
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Wueneas, The opticians are trying again to get 
legal recognition to practice medicine in one of its 
important branches without studying anatomy, dis 
eases or medicines; therefore, be it 

Resolved, By the Clark County Medical Society, 
that we protest and oppose House Bill No. 9 and Sen- 
ate Bill No. 30, and all the other like bills to admit 
any one class of persons into the profession through 
any other door than the usual one. 

Resolved, That a copy of these resolutions be sent 
to Hon. John A. Moore, Wethersfield, Ill, member 
of the Judiciary Committee of the House from this 
district, Representatives C. A. Purdunn, Harry W. 
Drake and Walter E. Green and Senator John R. 
Hamilton. 

The retiring president thanked the society for sup- 
port of all the members the past year and wished 
the society even more success in the coming year. 

Society adjourned. 

L. J. Wer, Secretary. 


COOK COUNTY. 
CHICAGO MEDICAL SOCIETY. 
Regular Meeting, March 31, 1915. 

A regular meeting was held March 31, 1915, with 

the president, Dr. James A. Clark, in tHe chair. 
THE GIBSON LAW IN PNEUMONIA. 

Dr. Frederick Tice stated that one of the im- 
portant problems in the study of pneumonia was that 
associated with the causative factors of cardiac fail- 
ure. With a few exceptions, it was formerly quite 
generally accepted that the myocardium was at fault, 
until Romberg and his associates investigated the 
problem experimentally and arrived at the conclu- 
sion that the circulatory failure invariably followed 
an exhaustion or paralysis of the vasomotor center 
in the medulla. Newburgh and Minot, in their clini- 
cal study of pneumonia, among other findings, ar- 
rived at the conclusion that the blood pressure curve 
did not suggest a failure of the vasomotor center. 
This conclusion had been amply confirmed experi- 
mentally by W. T. Porter, L. H. Newburgh and 
I.’ Newburgh. These authors were able to demon- 
strate that the vasomotor center was not impaired in 
fatal pneumonia. Even more convincing were the 
microscopic findings of Willson as determined in the 
fatal pneumonias. In every instance Willson was 
able to detect myocardial changes due either to a 
toxemia or to a local infection. On the experi- 
mental findings of Romberg and his associates, G. A. 
Gibson formulated a statement in reference to the 
relation of the blood pressure to the pulse rate, known 
as the Gibson rule, which was as follows: “When 
the arterial pressure, expressed in mm. Hg. does not 
fall below the pulse rate, expressed in beats per 
minute, the fact may be taken as of excellent augury, 
while the converse is equally true. From the work 
of the last few years in my own wards no fact is 
more certain than this.” 

Dr. Tice said that during the past few months a 
careful clinical study of the application of this rule 
had been made of the cases of pneumonia admitted 
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to Ward 8, Medical Service at the Cook County 
Hospital. In each instance a careful record was 
made of the pulse, temperature and respiration rate 
every four hours. The systolic blood pressure, by the 
auscultatory method, was determined at least every 
12 hours. From these records a chart was made 
showing the pulse rate and blood pressure curves. 
The temperature curve as well as the time and amount 
of digitalis administered was also included. The 
number of pneumonias so charted included 22 cases, 
which were divided into two groups according to the 
relative position of the blood pressure above or below 
the pulse rate. In the first group of 13 cases, ten, or 
76.9 per cent., complied with the rule, while in the 
second group of 9 cases, five, or 55.5 per cent., were 
positive. Of the total of the two groups, twenty-two 
cases, 15, or 68.1 per cent., verified the observations 
of Gibson. A reasonable explanation of the three 
discrepancies in the first group was to be found in the 
presence of a nephritis in two and a myocarditis and 
obesity in the third. 

In the second group, of the four deviations from 
the rule, two patients recovered, both of whom were 
comparatively young, with soft, elastic vessels, in 
which presumably a relatively lower pressure existed 
before the onset of the pneumonia, or, at least, were 
able to withstand a greater depression of the cir- 
culation. Excluding the five cases in which a reason- 
able exception existed, of the remaining 17 only two 
failed to comply with the rule. Aside from the prog- 
nostic significance of the blood pressure and pulse 
ratio, it had been of the greatest assistance and satis- 
faction as a guide to the admininstration of cardiac 
stimulants. In some no stimulation was used, while 
in others one or two intravenous injections were suffi- 
cient to reduce the pulse rate, increase the blood 
pressure and produce a crossing of the curves. 

The author concluded: 1, That as a means of prog- 
nosis, the Gibson rule was verified in 88.2 per cent. of 
the cases; and 2, as a guide in the treatment, it was of 
the greatest assistance. 


THE DETERMINATION AND IMPORTANCE 
OF DIASTOLIC PRESSURE. 


Dr. Louis M. Warfield, Milwaukee, Wisconsin, said 
that too little attention had been paid to the determina- 
tion of diastolic and pulse pressure. Blood pressure 
estimations should register three values: The height 
of the systolic; the height of the diastolic, and the 
difference between the two, the pulse pressure. This 
he had called the pressure picture. Any report which 
did not register the three figures was incomplete and 
might lead to fallacious conclusions. 

When the auscultatory method was employed to 
measure blood pressure, all observers were now agreed 
that the very first sound heard through the stethoscope 
when the air was gradually released around a com- 
pressed brachial artery was the point where the sys- 
tolic pressure should be read. When the systolic 
pressure was high or the pulse wave very large a dull 
sound might be heard as soon as the pressure in the 
cuff exceeded maximum pressure. With ordinary 


attention this should not be confused with the click 
sound which was produced by the first pulse wave to 
pass under the cuff as the pressure was reduced. The 
cause of the pseudo first sound was the transmission 
of the beat against the upper part of the cuff through 
the air under pressure in the cuff to the arm upon 
which the bell of the stethoscope was placed. 

A study of his records for the past three years 
led him to believe that he could formulate a few 
working generalizations. Further than this he did not 
seem justified in going at this time: The diastolic 
pressure for any individual was more constant than 
the systolic. As it measured the peripheral resistance 
it would seem to be a more accurate index of high 
or of low tension than the systolic pressure. 

The pulse pressure, which represented the actual 
head of pressure forcing the blood to the periphery, 
could be obtained only by measuring both the systolic 
and diastolic pressures. It was, therefore, of the 
greatest importance to be able to measure accurately 
the diastolic pressure. 

Gradually rising diastolic pressure was of more 
significance than high systolic pressure. Large pulse 
pressures were essential for the compensation of 
hypertension cases. Decreasing pulse pressure in such 
cases was a sign of failing heart. Attempts by any 
means to reduce hypertension without proportional 
reduction of the diastolic pressure might be produc- 
tive of great harm. Any pulse pressure below 30 mm. 
Hg. must be regarded as low, above 50 mm. Hg. as 
high. 

The diastolic pressure should be taken by the auscul- 
tatory method at the sudden transition from the loud 
third tone to the dull fourth tone. In many cases 
the fifth phase or disappearance of all sounds so 
closely followed the fourth phase that practically the 
diastolic could be taken at that point. 

No accurate observations of either systolic or 
diastolic pressures could be made upon decompensat- 
ing hearts. , 

Dr. J. W. Fisher, medical director, Northwestern 
Mutual Life Insurance Company, Milwaukee, Wis- 
consin, then read a paper on “Blood Pressure in Life 
Insurance,” which appears on page 366. 


SOME FACTORS INFLUENCING BLOOD 
PRESSURE. 


Dr. Joseph L. Miller stated that, at least eighty per 
cent. of the cases of high blood pressure—200 mm. or 
more—showed in the urine definite evidences of renal 
involvement. As practitioners became more thoroughly 
versed in the histopathology of the kidney, it might 
be found that lowered degrees of blood pressure were 
due to changes in the kidney of less marked degree 
that had been overlooked in the past. 

In regard to the protein diet, it had been customary 
for years to give patients with high blood pressure a 
low protein diet, regardless of whether they had evi- 
dences in the urine of renal involvement or not; but 
in spite of the belief that there was impairment of 
elimination through the kidneys, it was found that 
patients with high blood pressure and with moderate 
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renal involvement got rid of phenolphthalein in the 
normal manner, and that these patients had no more 
non-protein nitrogen in the blood than normal in- 
dividuals, The retention of nitrogen in the blood did 
not have any influence in raising blood pressure in 
such cases. 

As to fluid intake, it had been shown experimentally 
that the idea that an increased amount of fluid raised 
blood pressure was without foundation. 

With reference to altitude, numerous observations 
had shown that there was practically no danger to 
patients, with a high blood pressure, going to high 
altitudes. Blood pressure in students just before an 
examination had been known to rise. from ten to 
twenty mm., when compared with readings taken at 
intervals before and after examinations. 

There was a great deal of evidence to show that 
worry or mental strain had a decided effect in pro- 
ducing temporary changes in blood pressure; but 
whether these changes had anything to do with a 
permanent increase in blood pressure was a different 
question. 

Effects of smoking on blood pressure varied greatly 
in different individuals. 

If a patient was given an anesthetic without appre- 
ciable cyanosis, it was much less liable to affect blood 
pressure than if the anesthetic was pushed to a point 
to cause cyanosis. When the anesthetic was pushed 
to a certain point blood pressure would show a 
marked rise. 

There was abundant evidence to show that digitalis 
given by mouth did not increase blood pressure. At 


the County Hospital he had used strophanthin intra- 
venously in numerous cases of broken compensations, 
and the best results had been obtained in such cases 
associated with high blood pressure. 


DISCUSSION. 


Dr. B. M. Linnell had tabulated 150 cases in which he had 
taken the systolic and diastolic pressures, both by palpation 
and the auscultatory method. The average systolic pressure 
was 120.56 and the diastolic 83, making a pulse pressure of 
37.3. These were supposed to be normal readings. Among 
these and also abnormal readings, which ted to some- 
thing like 160, there were only seven cases tn which albumin 
appeared. There were something like 25 cases of hyperten- 
sion. There were one or two observations made of hyper- 
tension which occurred with mitral stenosis and tubercular 
conditions, but there were some cases in which he could not 
determine what caused the lowered blood pressure. One man, 
a dentist, 35 years of age, had a systolic pressure of 80. He 
observed him daily for a week at different hours and the 
pressure was always at that point. He could find no ex- 
planation for the low tension. He found a number of cases 
of high tension with high diastolic pressure. 

Indigestion, toxemia, or autointoxication had more to do 
with hypertension than was formerly supposed. Cases of 
uephritis were seen without increase in blood pressure, either 
diastolic or systolic, but if those patients had intestinal or 
stomachic indigestion they were apt to have hypertension. 
Systolic pressure was a most important factor. Practitioners 
had not reached the point where they could say any other 
factor was more important. Furthermore, rapidity of the 
pulse was a most important factor in the pulse beat. There 
were other considerations that had to be worked out, but 
rapidity of the pulse was the thing upon which the practi- 
tioner depended for any disorder with the heart. 

Dr. Arthur R. Elliott emphasized the influence that might 
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discount somewhat the working of Gibson’s law by the ante- 
cedent condition of blood pressure in any given patient, If 
an individual before an attack of pneumonia had a high blood 
pressure, it would be seen at once that this would throw out 
the pulse pressure ratio according to the strict working of 
Gibson’s law. The pulse rate ratio might be satisfactory, and 
yet the patient might die of heart failure because pressure 
was higher than the average normally and, had been for some 
time. On the other hand, in certain young individuals, with 
lowered vasomotor tone, a state of constitutional hypotension 
might exist before pneumonia that would give rise at the 
other end to a disturbance of pulse pressure ratio, and such 
an individual might recover, although pulse pressure ratio 
would show a bad prognosis and impending heart failure. 
The working of Gibson’s law was presumably more reliable 
in young individuals than in old ones, because in many in- 
dividuals beyond middle age disturbances of blood pressure 
were common. 

He congratulated Dr. Warfield upon the success of his 
method of determining diastolic pressure and on his insistence 
upon the prognostic value of a high diastolic pressure. The 
professi was ing to realize clinically that diastolic 
pressure was of more value from a prognostic standpoint than 
systolic pressure. The old method of predicating a bad out- 
look upon a high systolic pressure had been shown by ex- 
perience in many cases to be an error, but it was not so 
with diastolic pressure. A diastolic pressure constantly above 
100, 110 or 120 or beyond presaged a bad outcome for 
cases. Many patients with a diastolic pressure of over 120 
sooner or later died of cerebral apoplexy. 

In his office the other day a man had a systolic pressure 
of 175. The next observation, made some days later, showed 
it to be 125. He had made two observations since then and 
the systolic pressure was 120. He thought it would be an 
obvious injustice to eliminate such a man from the insurable 
class by taking only one blood pressure reading. He asked 
Dr. Fisher whether he insisted on more than one blood pres- 
sure reading, thereby eliminating the neurogenic factor, the 
factors of resistance and of apprehension which attended 
the preliminary examination. 

Dr. H. P. Woley heartily endorsed the remarks of Dr. 
Fisher and emphasized the point that at any age a constant 
high blood pressure of 150 or over was pathologic. There 
was a vast amount of good being unintentionally accomplished 
every day owing to the fact that life insurance companies 
were systematically taking blood pressures. For instance, in 
the loop district physicians were getting hold of a class of 
cases they could not get in any other way, and were they 
allowed to.go untreated they would develop pathologic condi- 
tions. <A large percentage of the well-to-do men in the loop 
district who were well fed, rode in their automobiles, took 
little or no exercise, and ate three or four times a day, when 
they presented themselves for insurance were found to have 
blood pressures from 155 to 165 and 170, and were held up 
on this account for further study and observation. By im- 
mediately cutting down their diet, urging them to exercise, 
cutting out alcoholics, going to bed early, etc., he had found 
their blood pressure would fall in a short time. Blood pres- 
sure would fall because there were as yet no serious patho- 
logic changes in the tissues. Such men suffered from chronic 
arterial spasm due to their mode of life, to the constant 
ingestion of food, and constant tension of the body, and 
just as soon as they were relieved by proper treatment, blood 
pressure fell and they became good risks. 

Dr. Robert H. Babcock said that if a physician were to 
take blood pressure readings during the first 24 hours of a 
pneumonia case he would hardly be misled in his interpreta- 
tion of the figures, since few patients with p ia were 
in serious danger inside of the first 24 hours, and it seemed 
to him the blood pressure readings would hardly vary much 
during that time from what they were prior to the onset of 
the illness. A physician would be able to determine whether 
or not the patient had a hyperarterial tension previously or a 
hypoarterial tension previously. 

Some years ago in a paper he read before the society on 
the treatment of pneumonia he called attention to Gibson's 
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law, and his experience since then had led him to appreciate 
the value of this law both prognostically and therapeutically. 

Those who had had experience were in hearty accord with 
the view expressed by Dr. Warfield, that is, it was the pulse 
pressure which should be carefully noted. Strict attention 
should be given to the diastolic or minimum pressure. 

Dr. William S. Sadler referred to auto-intoxication and 
chronic constipation, and said he formerly thought they were 
largely associated with high blood pressure, but in 20 per 
cent of his cases of obstinate chronic constipation the patients 
had a low blood pressure. 

In cases of high tension and blood pressure the neutral 
bath would lower pressure by dilating the vessels of the skin 
and quieting the heart. Furthermore, the cold bath, on ac- 
count of the great reaction which followed it, would lower 
blood pressure. On the other hand, warm baths should be 
kept up for a number of minutes to lower the blood pressure, 
and the neutral bath from fifteen to forty minutes. Cold 
baths, however, must be short to lower blood pressure. If the 
skin was kept warm it would assist materially in lowering 
blood pressure. Hot fomentations would greatly dilate the 
blood vessels of the skin and tend to relieve the blood tension. 

Dr. Warfield, in answering Dr. Elliott, said that after a 
fairly large experience at the Milwaukee County Hospital, 
in following cases to autopsy and examining specimens mi- 
croscopically, he did not believe he had ever seen a case 
with a high blood pressure picture without very definite 
chronic diffuse nephritis in which a large part or the whole 
kidney was involved. 

Dr. Fisher, in replying to Dr. Elliott, said they did not 
decline a case for insurance on one high blood pressure 
reading; that they obtained as many readings as possible. If 
there was one high reading, and they got a low reading at a 
different time of the day, followed by one or two low read- 
ings taken at the same time as they got high readings, they 
paid no attention to the high reading. In their work they 
were trying to determine whether there was any value in 
diastolic pressure and this work pertained only to applicants 
that applied for life insurance. 

In answer to a question as to what importance could be 
attached to a low pressure of 100 or 110, Dr, Fisher re- 
plied that they had examined a large number of cases for 
low blood pressure and found the lowest was 90. These 
cases had been tabulated, and so far they had not found 
a high mortality. Only a very small per cent of such cases 
had been declined on account of low pressure. A _ person 
with a low blood pressure, with a history of tuberculosis, 
would be declined. 


Regular Meeting, April 7, 1915. 
Myoma and Pregnancy, Henry F. Lewis. 
Immediate Open Repair of Essential Structures 
of the Pelvic Floor (Lantern Slides), Channing W. 
Barrett. 
3. Late Repair of Perineal Lacerations (Lantern 
Slides), Albert Goldspohn. 
Discussion—Carey Culbertson, 
E. C. Dudley. 


Regular Meeting, April 14, 1915. 

1. Artificial Pneumothorax 
Pulmonary Tuberculosis. 
Theodore B. Sachs. 

2. What Constitutes a Proper Carbohydrate and 
Protein Diet in the Treatment of the Tuberculous? 
John Ritter. 

3. The Early Diagnosis of Pulmonary Tubercu- 
losis, Robert H. Babcock. 

Discussion—W. A. Gekler, Clarence Wheaton, J. F. 
Hultgen, Ethan A. Gray, Clarence Leigh. 


Rachelle Yarros, 


in the Treatment of 
Some of Its Problems. 
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Regular Meeting, April 21, 1915. 

1. A Plea for the Earlier Diagnosis and Opera- 
tion in Skull Fracture. Analysis of 1,138 Cases. 
Kellogg Speed. 

Discussion—E. S. Blaine, W. W. Bissell. 

2. A New Method of Securing Bony Ankylosis 
of the Vertebrae in Pott’s Disease by Means of a 
Bone Transplant. 

3. Fractures of the Bones of the Extremities. 
(Lanter slide demonstration.) Wm. Hessert. 

Discussion—Chas. Davison, Wm. E. Schroeder. 


CHICAGO LARYNGOLOGICAL 
LOGICAL SOCIETY. 


Regular meeting, held December 22, 1914, with 
the president, Dr. Otto J. Stein, in the chair. 
PROBABLE SYPHILITIC ULCERATION OF 

LEFT TONSIL. 

Dr. W. G. Hatch, Rockford, in presenting this 
case, said that the family history was absolutely 
negative. About six months ago the patient com- 
plained of trouble with the throat, accompanied by 
swelling, at which time the speaker first saw him. 
There was then a very large ulceration of the left 
tonsil present. The glands were very hard and 
indurated on both sides, He did not feel that the 
case was operative, and felt sure that it was 
malignant. He did not want to make a section, 
because he did not wish to subject the patient to 
the dangers of metastatic infection. He did not 
have a Wassermann made, because his experience 


AND OTO.- 


with this test has not been particularly happy. 
He put the patient on treatment with iodides, and 
the condition commenced to clear up. The glands 
are getting smaller and the ulcers seem to be 
healing. The speaker was inclined to think the 
condition was due to syphilis. 


DISCUSSION. 

Dr. Norval H. Pierce believes all such cases as the one 
presented should be subjected to microscopic examination 
immediately. The danger of opening up the lymphatics by 
operating to take out a piece of such tissue is very slight. 
We can seal over the wound with the cautery to obviate 
any danger that the doctor who reported the case seemed 
to believe exists. There are several things that come into 
thought at this point, as to whether it c an be carcinoma 
or actinomycosis or syphilis—even tuberculosis, although of 
course it does not have that appearance. Yet tuberculosis 
in exceptional instances may so very closely simulate car- 
cinoma that the differential diagnosis can only be made by 
microscopic examination. If the diagnosis of syphilis is 
made positively, then one is apt to be a little more heroic 
in treatment. 


CARCINOMA OF UPPER JAW, WITH RE- 
SECTION. 

Dr. Joseph C. Beck showed a patient who had 
had a carcinoma of the left upper jaw, which the 
speaker diagnosed by microscopical examination. 
It extended somewhat on the anterior surface of 
the superior maxilla when seen, as the condition 
had lasted for eight months. He wished especially 
to refer to the operation in this case, particularly 
the technic. A resection of the upper jaw without 
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external incision was made, as in an antrum opera- 

tion. He excised the inner surface of the cheek 
wide of the tumor. Then, internally, in the mid- 
line, below the upper lip, just under the nose, rais- 
ing a flap as in the Loewy operation, he resected 
the superior maxilla posteriorly, including the pala- 
tal bone. It was not necessary in this case to re- 
move the lateral wall of the nose, or the floor of 
the orbit, because they were not involved. The 
carotid artery was not ligated at the beginning of 
the operation, but on account of a good deal of 
bleeding a temporary compression, according to 
the Crile method, was performed, which resulted 
in practically no bleeding during the remainder of 
the operation, After the operation was completed, 
small particles of the tissue from the operative 
field were excised and saved for microscopical 
examination. This tissue was found subsequently 
absolutely free from carcinoma. Then a layer 
of gauze was placed within the cavity, and on top 
of that ten milligrams of radium element, some 
more gauze, and the soft palate sutured temporar- 
ily to the side of the cheek to control bleeding. 
The radium was allowed to remain in for forty- 
eight hours. The gauze was removed next day and 
replaced three times within a week, and then left 
out. Since then the sloughs have been coming 
away, and there is still a portion of the slough 
left in the anterior wall. It is now four weeks 
since operation, and the patient was shown be- 
cause he was leaving for his home next week. 
Perhaps it would be of interest to see him some- 
time in the future with no recurrence. 

In this connection, Dr. Beck showed a stereo- 
scopic photograph of a patient operated on seven 
years ago by the external method, and the patient 
is alive and in good health at the present time. 
The operation, however, leaves quite a different 
face from what the patient just exhibited has. Dr. 
Beck believes that, as a rule, the internal opera- 
tion can be very nicely done in these cases. He 
employed the burr almost exclusively in the re- 
moval of the bone, and it was very easy to mani- 
pulate. Dr. Beck expects to have a prosthesis 
made with an artificial denture attached, but this 
must not be worn until all post-operative reaction 
has disappeared. 


TUBERCULOSIS OF PHARYNX AND SOFT 
PALATE, 


Dr. J. Holinger presented two cases. The first 
patient came to Alexian Brothers’ Hospital com- 
' plaining of indefinite throat trouble. On examina- 
tion, there was an area just in front of the right 
tonsil, about the size of a quarter, swollen, and of 
irregular surface. Pieces were removed for ex- 
amination, which showed nothing indicative of 
syphilis or carcinoma. The process progressed 


very fast, and in about two weeks the whole half 
of the soft palate was involved, in another week 
the whole of the soft palate and a part of the hard 
palate. 


The uvula was eaten out in characteristic 
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manner. Pieces removed at this time for examina- 
tion showed typical tubercles. At the same time 
word came from Dr, Rettig, the internist, that the 
lungs had rales all over. In the sputum tubercle 
bacilli were found. The man at that time looked 
very robust and healthy, which appearance he has 
lost. The whole soft palate, pharynx and epiglot- 
tis are eaten out by the tubercular process. It ex- 
tends up into the nasopharynx and down into the 
larynx and esophagus, as far as we can see. Other 
isolated foci are on the inside of the lower lip. 
This is not by any means a frequent condition. In 
the Centralblatt fiir Laryngologie this year there 
have been four or five cases mentioned of tuber- 
culosis of the pharynx, all of them developing very 
slowly, not progressing in many months as far as 
this one had in weeks. 


RHINOSCLEROMA. 

This patient came to Alexian Brothers’ Hospital 
with both nostrils absolutely closed. Dr. Holinger 
could not make the slightest impression with the 
probe on either the turbinals or septum. The 
septum was equally swollen on both sides, as were 
the turbinals. The cocaine did not shrink the 
swellings. The speaker forced some packs of 
cotton with mercury salve into the nose, repeating 
that every day for many weeks, and with this 
treatment the swelling of the septum and turbinals 
went down some, and at the present time the nose 
is comparatively free. Several large pieces were 
cut from the septum, but unfortunately were 
stained wrongly, and the speaker would have to 
wait for a few days longer before getting a re- 
port. If, as the speaker thinks, it is a case of 
rhinoscleroma, it can be only the beginning, be- 
cause the trouble only dates back to last summer. 
The patient is from Ruthenia. The geography is, 
as the members knew, of importance in rhine- 
scleroma. 

DISCUSSION. 

Dr. S. A. Friedberg asked Dr. Holinger if there was any- 
thing characteristic on palpation of the nose in the case of 
supposed rhinoscleroma, to which Dr. Holinger replied that 
the nose was rigid and could not be compressed at all. 

Dr. Friedberg said he had so far seen three cases of rhino- 
scleroma at the County Hospital, and at the present time 
has one under observation that has been in the hospital for 
a couple of years. One case which he recalled had prac- 
fically the same characteristics as the one presented by Dr. 
Holinger. The case to which Dr, Friedberg referred had 
a combined nasal and laryngeal involvement. The larynx 
showed the typical subglottic swelling. It was necessary to 
perform a tracheotomy and the man wore a tube for over a 
year. After the tracheotomy tube was removed, an intuba- 
tion tube was worn for a short time. At present the patient 
is without any tube, and is getting along nicely. The scars 
can still be seen in the larynx, but there does not seem to 
be any progression. 

Regarding the bacteriological findings in these cases, we 
know that we have an encapsulated bacillus resembling the 
Friedlander bacillus to a great extent, and for that reason 
some doubt has been cast on the fact as to whether this 
is the absolute etiological factor. The speaker thinks more 
is to be demonstrated from the sections. If both the nose 
and larynx are involved, it is usually easy to make the 
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diagnosis in a good many of the cases. It would be inter- 
esting to see what the specimens would show. 

Dr. George W. Boot, referring to the first case shown 
by Dr. Holinger of tuberculosis of the pharynx, said that 
not long ago he saw a woman with what he believed was 
tuberculosis of the pharynx. She gave a history of having 
had trouble for twenty years, which had been diagnosed as 
syphilis at various times, but treatment along anti-syphilitic 
lines did no good. The speaker considered the case one of 
tuberculosis of the pharynx and ordered very small, doses 
of tuberculin once a week. At the end of about two months 
the throat is feeling better than for a long time and looking 
The process has healed over, with the exception of 

She has gained many pounds 
The Wassermann was negative. 


a small ulcer on the right side. 
in flesh under this treatment. 


EXHIBITION OF SPECIMENS 


Dr. George W. Boot exhibited, first, a specimen 
from a carcinoma of the throat involving the eso- 
phagus, left side of the pharynx and left side of 
larynx. 

Second, larynx from a case of military tuber- 
culosis. This patient, a man, came to Cook 
County Hospital suffering from a severe laryn- 
gitis, so that the speaker could not get a satis- 
factory view of the larynx. He did not return 
to the hospital for three or four days, and in the 
meantime the man had died. At the last he had a 
great deal of dyspnea, so that the internes did a 
tracheotomy, rather high, cutting off the cricoid 
cartilage. At the post-mortem there was found 
tuberculosis of the lungs and larynx. There was 
a shallow ulcer on the epiglottis, and below the 
vocal cords there was an ulcer on either side, with 


quite a number of miliary tubercles. 


CASE OF BONY TUMOR FILLING NASO- 
PHARYNX, WITH EXHIBITION 
OF PHOTOGRAPH. 


Dr. L. W. Dean showed a photograph of a bony 
tumor that completely filled the naso-pharynx. The 
soft palate was not involved, but it was pressed 
downward and forward, so that the tumor could 
be seen in the naso-pharynx. The tumor could be 
felt as a hard bony mass. Entrance could not be 
made into the naso-pharynx, in order to tell just 
where the tumor grew from. 

Operation: Tracheotomy; anterior posterior in- 
cision in the mid-line of the roof of the mouth, 
severing the soft tissues down to the bone, and 
the soft palate to the tip of the uvula. These 
tissues were retracted laterally and the posterior 
third of the hard palate removed. The growth was 
found growing from the upper surface of the hard 
palate and from the posterior surface of the vomer. 
The palatal wound was closed by Brophy’s method 
of closing posterior cleft palate. The closure was 
complete, Speech perfect. 

The microscopical diagnosis was osteoma. Six 
months later there was no recurrence. 


DISCUSSION. 
Dr. Otto J. Stein asked how hard the bone wast 
Dr. Dean replied that it was not ivory-like; it 
crackling affair, 
Dr. Stein asked if the nose was involved, to which Dr. 
Dean replied, not at all. 


was a 
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Dr. Stein said that, as a rule, osteomata of the nose are 
extremely hard. 
SURGICAL ANATOMY OF TEMPORAL 
BONE, WITH LANTERN 
DEMONSTRATION. 


Dr. George E. Shambaugh stated that every otol- 
ogist of today aims to be an aural surgeon. Dur- 
ing the earlier days of the specialty of otology the 
complications resulting from miastoiditis were 
usually taken care of by a general surgeon. This 
state of affairs has largely disappeared in this 
country, and there are very few first class general 
surgeons who are still willing to undertake the 
special surgery of the ear. Some of the general 
surgeons who have not kept in touch with the 
advances of modern otology are still unaware that 
the type of operation which the specialists are 
able to do for the cure of chronic, as well as 
acute, mastoiditis is something quite different from 
what the general surgeon is prepared to under- 
take. In England it is still not uncommon for 
some general surgeons to do mastoid work; in- 
deed, some valuable contributions to the surgery 
of the mastoid have been made by general sur- 
geons in England, who have devoted a good deal 
of their energy to the question of mastoid sur- 
gery. In Germany it seems that mastoid surgery 
has been taken over entirely by the aural sur- 
geons, although as late as fifteen or twenty years 
ago the general surgeons still did a large amount 
of the mostoid surgery. 

Everywhere at present we have come to realize 
that the complications which arise from suppura- 
tions of the middle ear, including mastoid disease, 
labyrinth infection, and the intracranial complica- 
tions, are taken care of more efficiently by the 
aural surgeon than by men engaged in general 
surgery. This means, of course, that the specialist 
in otology must master the details of the regional 
anatomy of the ear, in order to do this work 
properly. 

As a matter of fact, there is only a small propor- 
tion of ear cases where surgical interference is 
necessary, and yet every otologist feels, and 
rightly so, that he should be prepared to take 
care of those complications which develop in the 
course of suppurative middle ear disease. In or- 
der to be prepared to do this work the aurist 
must be trained not only to handle a chisel in a 
dexterous way, and to ligate vessels, but it is abso- 
lutely necessary that he should master the regional 
anatomy of the ear. This is not such an easy 
thing to do, as many of the men in the audience 
could testify. The conditions presented by patho- 
logical changes in the mastoid make it necessary 
tor one to have a perfectly clear mental picture of 
the various relations, if one is to operate without 
injuring important anatomical structures. Surgi- 
cal anatomy of the ear can never be acquired from 
text-books or descriptions. One might read all 
of the descriptions written on the anatomy of the 
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ear and study all of the drawings that have been 
made of this region and yet, if he has not ac- 
tually handled anatomical preparations showing 
the relations he will find himself very inadequately 
prepared when attempting to operate on the ear. 
The method usually employed in gaining this ana- 
tomical knowledge is by beginning to do the oper- 
ations on the cadaver. This, however, is not the 
best way to acquire a mental picture of the ana- 
tomical relations of the mastoid, for the reason 
that most of the relations are destroyed while 
attempting to expose this or that structure. One 
may operate upon a great many different temporal 
bones in this way and still have a very hazy idea 
of the relations of the various structures. The 
best way of acquiring a mental picture of the 
anatomy of the ear is by studying sections made 
through the temporal bone, each section devised 
so as to bring out clearly certain definite rela- 
tions. Sections made at random through the 
temporal bone will be of very little assistance. 
The speaker recalled looking over, a few years ago, 
a series of sections made in this way. He was sur- 
prised to see how few of the sections brought out 
relations which were of any practical value. The 
variety of preparations which one can make of 
the temporal bone is very great. The speaker spent 
a great deal of time several years ago in working 
out a set of preparations, each devised so as to 
bring out certain definite relations. In all he 
made something over fifty different preparations. 
In the lantern demonstration which was to follow 
he would show some of these preparations. 

In closing his introductory remarks, the speaker 
called attention to the accidents which the general 
surgeons have so frequently had when operating 
on the ear; accidents which the carefully pre- 
pared aural surgeon very rarely has. An injury 
to the facial nerve by an aural surgeon is now ex- 
tremely rare. It is the impression of the speaker 
that the amount of aural surgery done today is 
less than what was done fifteen or twenty years 
ago. He attributes two reasons for this: First, 
that the suppurative diseases of the middle ear 
are better taken care of now, since the public 
recognizes the danger in running ears; the other 
reason is that the aurists are able to distinguish 
much more definitely among the cases of chronic 
suppurative middle ear trouble those where the 
danger of a complication is imminent, and those 
where the danger is very remote. The percentage 
of cases where in chronic, purulent otitis media an 
operation is indicated is relatively small. There 
was a time, after the danger from chronic running 
ears became recognized, and when the differentia- 
tion was still hazy between cases which were likely 
to have complications and those which were not, 
that otologists were operating on a good many of 
the non-dangerous type. This period has now 
passed, and a caréful examination of the ear read- 
ily distinguishes, as a rule, between cases which 
requite a radical mastoid and the more common 
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type of chronic running ears where nothing more 
than the local treatment need be carried out. 


HAMMOND’S MASTOID SKIN GRAFTING— 
A PRELIMINARY REPORT. 


Dr. Frank Allport said that among the chief ob- 
jections to the radical mastoid operation are, 1, 
the tedious healing and painful dressings; 2, the 
not infrequent incomplete bone covering, consti- 
tuting uncured cases; 3, the thin and -poorly 
nourished epithelium often present after cases are ° 
really cured, frequently occasioning the deposit of 
scabs, pus, etc., in the concavities of the large bone 
opening, necessitating indefinite treatment and 
care; 4, the non-closure of the tympanic opening 
of the Eustachian tube, rendering possible more 
or less dripping from the meatus, thus producing 
unsatisfactory results, and 5, depreciated hearing, 
owing to the formation of thick cicatricial tissue 
over the oval window. However, these things 
can be usually avoided if proper skin grafting is 
employed, according to the advocates of the pro- 
cedure. We cannot deny that any or all of these 
misfortunes may occur, but whether they can be 
avoided by skin grafting or not is another ques- 
tion, Whatever its merits may be, after radical 
mastoid operations, the assertion can be safely 
made that it is used by only a small percentage of 
operators. Many of those who condemn skin 
grafting have never used it, and are contented to 
abide by the decision of skilful operators, who 
oppose it, or who at least have good results with- 
out it, and who, therefore, see no reason to 
lengthen their operations by a tedious, puttering 
and sometimes unsatisfactory process. Many have 
tried the procedure, and have failed the first time, 
and been disappointed. A few failures must be 
experienced before success wil! be attained. For- 
tunately, failures in skin grafting do not mean real 
operative failures, because if the graft does not 
live the operator can go right on treating the case 
just as if the grafts had never been placed. It is, 
therefore, perfectly safe to at least give the pro- 
cedure a thorough trial. 

The chaotic condition of this subject is perhaps 
responsible for the insecurity of its position, as 
apparently no two men operate the same way. 
Some graft immediately after the radical mastoid 
operation, while others perform secondary graft- 
ing, from six to ten days following operation, 
This operative distinction is not a mere notion— 
it is a principle, as those who do secondary graft- 
ing do so because they do not believe grafts can 
be depended upon to grow upon newly cut bone. 
Some operators believe that grafts grow best on 
thoroughly smoothed bone, where graft and bone 
surface come in perfect apposition, while others 
feel that smoothed bone has temporarily lost its 
highest vitality and does not furnish the best soil 
for transplanted skin. Some operators use large 
grafts and others use small ones. Large grajfts, 
however, are practically used by all surgeons when 
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the skin is inserted into a retroauricular wound, 
small grafts being reserved for those cases where 
the transplantation is performed through the 
meatus, when time has shown that complete der- 
matization of the cavity should not be expected. 
Some operators systematically graft through the 
meatus, about ten days after the mastoid opera- 
tion, and under these circumstances, of course, 
only small grafts can be used. 

It would thus be seen that there is a wide diver- 
sity of opinion concerning the methods of graft- 
ing after mastoid operations, and further differ- 
ences of views become still further apparent when 
the varying steps of the operations are considered. 

There can be no question that grafting large 
grafts immediately after the radical mastoid opera- 
tion is the ideal procedure, if grafting is done at 
all; the only question to be settled is whether such 
grafts usually live, and whether the process is 
assured and quickened thereby. The operation is 
not difficult, after a little experience, and it is 
certainly better for all concerned than any kind 
of secondary grafting, provided it can be shown 
to be successful. There are two principal objec- 


tions to primary grafting, however, namely: 1. 
Skin does not adhere well to bare bone, and little 
patches of granulations should be present if life 
to the graft is to be confidently expected. 2. When 
all necrosed bone is not removed at the mastoid 
operation, such centers of disease may create con- 
siderable disturbance to bone and meninges, if im- 


mediately covered over by grafted tissue. The 
second objection seemed to the essayist quite 
insignificant, but the first seemed more noteworthy, 
and yet we have the evidence of such men as 
Dench, Hammond, Welty and others to the effect 
that they are increasingly satisfied with primary 
skin grafting. 

The author emphasized the following points to 
be observed in primary skin grafting: 1. Remove 
all necrosis and make the cavity as smooth as 
possible; 2, remove all possible soft tissue from 
the inner wall of the tympanic cavity. 3. Thor- 
oughly curette the Eustachian tube as far as the 
isthmus and rim out its tympanic orifice. 4. Stop 
all bleeding and oozing by forceps, pressure, firm 
packing, peroxide of hydrogen, hot water, hot one 
per cent. solution of the chloride of calcium, ad- 
renalin, “patient waiting,” etc. Neglect of this 
direction will spell failure. 5. Large thin grafts 
should be cut and floated from the razor, cut side 
down, to a glass slide, by warm salt solution and 
a needle, keeping the edges uncurled, if possible. 
6. The graft should be slid from the glass slide, 
by means of normal salt solution moisture, and a 
needle or other suitable instrument, being careful 
to frequently smooth out the curled-in edges of 
the graft. It is better to line the anterior and in- 
terior portions of the cavity first, and then add 
more grafts, as seems necessary. 

The author then gave the details of the opera- 
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tion, as performed by many operators, among them 
Politizer, Ballance, Reinhard, Denker, Milligan, 
Waggett, Wingrave and Hammond. 


DISCUSSION ON THE PAPERS OF DRS. SHAMBAUGH 
AND ALLPORT. 


Dr. Norval H. Pierce asked Dr. Allport if these grafts 
to which he referred were all primary grafts, to which Dr. 
Allport replied yes. 

Dr. J. Holinger wished to support Dr. Shambaugh em- 
phatically in his statement that the otologist ought to operate 
on these cases, not the general surgeon, and hoped Dr. Sham- 
baugh could find a way to incorporate this statement into 
the laws of ethics of the profession. He wished to emphasize 
this fact, because the present condition is an evident injus- 
tice to otologists. It lowers them to the position of routine 
treaters of running ears. It effaces a great deal of enthusi- 
asm if the surgeon takes away the ideally and financially 
interesting work. We have all seen the results of surgeons 
operating on ears in the form of facial paralysis, destroyed 
hearing, etc., referred to by Dr. Shambaugh. 

With reference to the planes in which temporal bones 
should be cut for studying the anatomy, he wished to refer 
to one plane of cutting which gives much more information 
than others, namely, the plane parallel to the tympanic 
cavity and through the Eustachian tube. It takes quite a 
good deal of thinking in order to bring that plane into 
position. You have to open the middle ear through the 
tegmen tympani and study accurately the position of the 
saw before you start cutting, but when you succeed in splitting 
the Eustachian tube in half and at the same time not injur- 
ing the tympanic membrane, you will be surprised how clearly 
you see the position of the aditus ad antrum, of the antrum 
and of the facial nerve relative to the parts in the mastoid 
process and relative to the labyrinth. 

Regarding Dr. Allport’s paper, he wished to remind him 
that every one of the points brought out are set down in 
the paper of Siebenmann, in the first number of the Berliner 
klinische Wochenschrift, in 1898. What Ballance has to say 
about secondary grafting can all be found there. The French 
and English authors at that time not only criticized, but 
actually laughed at these endeavors of the German and Swiss 
authors in dealing with chronic suppurations. The speaker 
heard the ridicule that was manifested against all these points 
when he was in Paris. Ballance and others referred to by 
Dr. Allport came long afterwards and Dr. Holinger does 
not think it just that they should get credit for things that 
were brought out many years before they considered the 
matter. It ought to be a scientific principle to give credit 
to whom it is due. 

The speaker has done a good deal of secondary skin graft- 
ing—as early as 1893. Not long ago he saw the first patient 
he operated upon in May, 1893. The ear was still dry and 
the hearing good. 

Dr. George W. Boot had been very much interested in the 
lantern slide demonstration of Dr. Shambaugh. A few years 
ago he saw a mastoid in an infant where the bulging of a 
subperiosteal abscess was in the fossa triangularis. The in- 
fant was about seven days old. There had been no discharge 
from the external auditory canal. 

Dr. Joseph C. Beck said that he thought if Dr. Holinger 
would give an outline of how the section he referred to is 
made, probably some of the men present would make such 
sections for themselves. Piffil of Prague had shown Dr. Beck 
how to make them by taking a line from the tip of the petrous 
portion of the temporal bone as one landmark and the tip 
of the mastoid as the other, sawing through the petrous por- 
tion of the temporal bone. In this way you get that sec- 
tion just about right, and you will find that in making a num- 
ber of these sections you will just about get the outline that 
Dr. Holinger mentioned. However, the speaker doubts very 
much whether you could get the information from only that 
one section as from those shown by Dr. Shambaugh. He 
felt very much indebted to Dr. Shambaugh for his presenta- 
tion. While it was perhaps not exactly new, yet it is most 
important for us to rehearse and see these specimens. 
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Regarding Dr. Allport’s paper, no matter who has the right 
to priority in Germany, at least, so far as the speaker knows, 
Ballance is the man who has made skin grafting in mastoids 
the operation it is at’ the present time. Perhaps it is the 
fault of the readers—that they do not read so much of the 
German literature. At any rate, it is the excellent work of 
Ballance we are always connecting with our work in mastoid 
surgery. That does not mean that we would like to take 
anything away from Germany. 

Dr. Beck has employed skin grafts ever since he learned 
to do the radical mastoid operation, using them, giving them 
up, and taking them up again, doing them in every way sug- 
gested, and when Dr. Hammond showed his method at the 
Otological Society he tried his method and gave it up, and 
is now using the primary skin graft. After smoothing the 
bone of the mastoid cavity as much as possible, i diatel 
placing large grafts—two, and at most three, in number. He 
has never scraped or burred the inner wall of the middle 
ear or any part therein. He believes that to be unnecessary. 
It is very dangerous and he does not think it should be 
done. The speaker felt the members were indebted to Dr. 
Allport for his exposition of the subject, even if it is old. 

Dr. Allport, closing, said that he did not intend to present 
anything new to the society. There is certainly nothing new 
in skin grafting and his object had merely been to give a 
resume of the subject. 


CHICAGO OPHTHALMOLOGICAL SOCIETY 


A regular meeting was held March 15, 1915, with 

Dr. William E. Gamble in the chair. 
INJURY OF THE EYELID. 

Dr. Oscar Dodd exhibited a man who, on the 
30th of January, was hit at the inner corner of the 
eye with a cow’s horn, tearing the nasal end of 
the upper lid off completely and also carrying the 
cartilage of the lid off from the levator. When 
he saw the man ten days later the upper lid was 
hanging down on the cheek, the nasal end com- 
pletely. There was a large amount of granulation 
tissue, a great deal of ecchymosis, and considerable 
secretion from the conjunctival surface. Patient 
was sent to the hospital. Dr. Dodd was able to 
bring the lid up to place and coapt the torn sur- 
faces very well; he managed to get the conjunctiva 
together and to coapt the skin perfectly. He then 
waited for the secretion to subside as well as the 
edema of the lid, so that he could operate upon the 
levator for the lid hung perfectly motionless over 
the lower one. Two weeks ago he operated again, 
doing an operation exactly like the Bush operation 
for ptosis, with the exception that the levator of 
the lid, instead of being in place, was torn loose 
and separated three-quarters of an inch from the 
cartilage and retracted as far as possible. A large 
amount of new tissue had been thrown out so that 
it was difficult to get at the muscle and free it and 
bring it forward. Finally he did so. He intro- 
duced three loop sutures to get the muscle and 
sutured to the outer surface of the cartilage, sutur- 
ing the skin separately. 

There was one point in the operation which 
complicated it somewhat and had prevented an 
immediate cure. This was the fornix. He said 
he should have removed it when he brought the 
muscle forward, for it was impossible to free it 
entirely. The secretion was so great that he did 
not dare do it for fear of infecting the wound. So 
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in bringing it down it formed an entropion of the 
superior fornix which extended down under the 
upper lid to the border of the lid. The edema 
was very great after operation, but this was sub- 
siding. Later he expected simply to incise a large 
part of the prolapsing fold so that the lid will go 
back in place. Movement was very good, and he 
thought the patient would be able to use the eye 
without any trouble. 

Injuries of the lid were quite rare according to 
the literature. Injuries, however, of the eyeball 
from cow’s horn were not rare. Of 1,250 severe 
injuries of the eyeball, where sight was lost, 59 
were due to injuries from cow’s horn. He had 
seen a number of cases, but never one of the lid 
before. He had never seen the levator torn off 
so completely as in this case. 

Dr. Michael Goldenburg related a similar case 
which came under his observation three years ago, 
but the injury was not the result of trauma from 
a cow’s horn. A little boy, four or five years of 
age, came into the clinic with the upper lid hang- 
ing off to one side, held by a piece of skin four or 
five mm. wide. He had been playing on top of a 
barn. In front of the barn there was a hook 
upon which a harness is hung. Patient either fell 
off or jumped off and caught the upper lid in 
this hook. He saw patient two or three hours 
after the accident, had him taken to the operating 
room, and put two sutures in the upper fornix and 
along the margin of the lid, the skin and outside, 
and the boy made a perfect recovery. One could 
hardly detect the scar after two weeks, 

Dr. Lee Wallace Dean, Iowa City, Iowa, men- 
tioned a family in which the history of any ocular 
or degenerative astigmatism was negative except 
for the appearance of a ptosis in the father. Every 
one of the children had ptosis. One child had a 
partial external ophthalmoplegia. The mother had 
no difficulty. It was a case of family degeneracy 
with hereditary ptosis and external ophthalmoplegia. 


GRAM NEGATIVE DIPLOCOCCI IN THE 
CONJUNCTIVA. 


Dr. Robert Blue selected this subject as an 
entrance thesis, it having been suggested to him 
by the finding of Gram negative diplococci from 
smears from a case of conjunctivitis which proved 
to be Micrococcus catarrhalis on staining and cul- 
tural growths. After briefly outlining the labora- 
tory technic, the limits of variability of thiseorgan- 
ism were discussed. Emphasis was laid upon the 
necessity and advantage of classifying bacteria ac- 
cording to groups or families rather than as indi- 
viduals. The basis of this grouping is found in the 
usual habitat, morphology, staining reaction, cul- 
tural characteristics and agglutination phenomena 
of the bacteria. 

The members of the group denominated Gram 
negative diplococci, that is, the Micrococcus ca- 
tarrhalis, Meningococcus intracellularis and the 
gonococcus were then individually discussed from 
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both the clinical and laboratory standpoints, the 
literature on these points being freely quoted. 

The paper closed with certain clinical deductions, 
among which were the necessity of treating any 
purulent conjunctivitis containing Gram negative 
diplococci, resembling the gonococcus, as a gonor- 
rheal conjunctivitis pending a definite diagnosis, and 
the necessity of guarding against a diagnosis of mild 
gonorrheal conjunctivitis without using exhaustive 
cultural and laboratory tests. 

DISCUSSION. 

Dr. George F. Suker said that many cases diagnosed as 
gonorrheal ophthalmia and said to have gotten well in four 
or five days were not true cases of this disease. Gonorrhea, 
whether it involves the conjunctiva or urethral mucous mem- 
brane, would not get well in two or three days, so that the 
time limit for the cure of the disease would eliminate 
gonococcus infection. 

Dr. Thomas Faith stated that, after hearing the paper, 
he was more and more impressed with the little value that 
one could attach to the ordinary slipshod bacteriological work 
done in the office, and that if any of this work was to be 
done at all it should be done by a thoroughly trained expert. 

Dr. Wesley Hamilton Peck called attention to a paper 
presented by Professor Nogouchi, in which he brought out 
the same line of thought in regard to the differentiation of 
the Spirocheta pallida from other organisms that might be 
confused with it. Later, about two years ago, Rosenow pre- 
sented a paper before the Chicago Medical Society in which 
he demonstrated conclusively the possibility of the pneumo- 
coccus being transformed into a streptococcus under certain 
changing environment. 

He thought the society should thoroughly appreciate Dr. 
Blue’s continuation of this subject in reference to oph- 
thalmology. Paut Gurtrorp, Secretary. 


(To be continued) 


MADISON COUNTY. 


The Madison County Medical Society met in the 
Commercial building in Alton on April 2, 1915, with 
President Dr. L. G. Burroughs in the chair. Mem- 
bers present: Drs. Luster, Theodoroff, Kiser, Bin- 
ney, McKinney, Shaff, Bowman, W. H. C. Smith, 
Cook, Sutter, Wedig, Hirsch, Burroughs, Barnsback, 
Pfeiffenberger, Haliburton, Frank Worden, Beard, 
Hastings, Fitzgerald, Hamm, Waldo, Fisher, Lemen, 
J. H. Fiegenbaum, E. F. Fischer, Hale, Taphorn, Rob- 
inson, Sims, Everett, Jones, Joesting and E. W. Fie- 
genbaum. Visitors: Dr. Cleveland H. Shutt of St. 
Louis, Dr. Harry S. Seiwell of the Alton State Hos- 
pital and Dr. O. O. Giberson of Alton. Dr. R. C. 
Berry of Livingston and Drs. Harry S. Seiwell, A. 
P. Robertson and Geo. L. Samuels were elected to 
membership. Drs. Pfeiffenberger, Cook and Taphorn 
were appointed as a committee to arrange for our 
annual banquet to be held in Alton in May. An 
invitation from the Greene County Medical Society 
to meet in joint session was accepted and a commit- 
tee consisting of Drs. Lemen and W. H. C. Smith 
were appointed to make all necessary arrangements. 
The annual invitation of Dr. W. H. C. Smith to 
meet at Beverly Farms at Godfrey for our June 
meeting was accepted. The invitation of Dr. Harry 
S. Seiwell to meet on ihe site of the Alton State 
Hospital in July was, on motion of Dr. E. A. Cook, 
accepted. A letter from the secretary of the state 
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board of health asking that the moving picture film, 
“Tommy’s Birthday,” be exhibited in this county was 
read and referred to a committee consisting of Drs. 
Siegel, Bransback, Binney, Hastings and Kiser. Dr. 
S. T. Robinson read the report of the Committee on 
the Harrison Bill, which was accepted by the so- 
ciety and the following resolutions unanimously en- 
dorsed : 


THE FEDERAL NARCOTIC LAW AGAIN. 
Report AND RESOLUTIONS OF THE Mapison CouNTY 
Mepicat Soctery.* 


Mr. President and Gentlemen of the Madison County 

Medical Society: 

Your committee appointed to consider recent federal 
legislation on narcotics, desires to report as follows, 
and recommends for your acceptance the following 
resolutions : 

Wuereas, The new federal narcotic law, which 
went into effect March 1, 1915, gravely affects physi- 
cians and surgeons in an unfair and unjust manner, 
we, the Medical Society of Madison County, Illinois, 
express ourselves as follows concerning this law and 
its relationship to the profession at large, giving here- 
with some of the reasons for such expressions. 

The law is unfair because: 

1. It is a reproach to the entire medical, and other 
healing professions. The law necessarily assumes 
that the profession is the agent largely responsible for 
this evil. This we deny. Neither do we believe the 
evil to be as widespread as reported; that often it has 
been grossly exaggerated. That individuals are guilty 
cf recklessness in the use of these drugs, and even of 
pandering, we admit; but to brand three allied pro- 
fessions in the unspoken anathema that this law con- 
tains is a conception of gratuitous ugliness that is as 
far from a smiling vision of fairness as are so many 
other conceptions of politics. 

2. That the government must punish law-breakers, 
we readily recognize. The law, however, so embraces 
the healing professions that it rigidly utilizes every 
membér in its pursuit of guilt. In other fields of 
citizenship this complication, now forced on us, is 
entirely absent. Its imposition on the medical man, to 
whom this country’s debt is boundless, is entirely de- 
void of any feature that is pleasing, attractive, or 
beautiful. On the contrary, it contains many stings of 
cruelty and indifference to our position. We, there- 
fore, again decry the law as unfair; as an ugly creature 
of politics. 

8. The law is in parts obscure, some of its pro- 
visions uncertain, its interpretation wholly in the 
hands of an official whose tenure of office is subject 
to change every four years. The only possible appeal 
from his decisions is an expensive procedure in the 
courts. Medical men, by training, are ill prepared to 
deal with such a situation, or with the uncertainties 
the law brings about. These uncertainties may tend 
to lead them into legal entanglements and unwarranted 
expense; or else, in case of error, to put them at the 


*Adopted April 2, 1915. 
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mercy of cotirts and prosecuting attorneys. If the pro- 
fession was primarily a money-making vocation, this 
might be reasonably regarded as a necessary element 
of business expense. But ours is not a business, it is 
a humanitarian profession, essentially not money mak- 
ing except in rare instances, which establish nothing 
beyond the individual’s success in commercializing his 
vocation, The great majority of physicians gain little 
more than a living, and many do that only on a nar- 
row scale. Year by year the heroic efforts of the 
profession are constantly limiting the areas of dis- 
ease, with attendant narrowing of incomes. - This 
process, instituted and steadily carried on by the pro- 
fession itself, is sharply against the profession, wholly 
in favor of humanity. The world offers no other ex- 
ample of men who so sink ungrudgingly their own 
material interests. But here, in return, we have forced 
upon us, and must confront, a situation obscure, un- 
grateful, and one at times possibly full of peril. The 
malign espionage of the paid informer must now be 
endured, an entirely new experience for the profes- 
sion. Thus, as ingratitude is always devoid of any 
charm, and a lowering prospect can never be inviting 
or reassuring, we feel increasingly justified in again 
saying that this law is unfair. 
The law is unjust because: 


1. It imposes upon the allied professions the ex- 
pense of its maintenance. Granted that this expense 
to the individual is small, in the aggregate it is large. 
But the principle involved is quite independent of 
either consideration. When, too, we weigh the small 
incomes and struggles of many of our members, it 
means every year the loss per capita of a dollar and 
more that often can be ill spared. In addition, we 
must decorate our consulting rooms with an engraved 
license, just as the tobacconist and the saloonkeeper 
do. We are also tagged and numbered just as they 
are. We are even compelled, under heavy penalty, 
to keep this engraving in a conspicuous piace. In 
fine, we are put among the publicans, the people who 
serve the appetites of mankind. Shades of Hippocrites, 
of Harvey, of Lister! Was there no brave soul to 
protest this thing in advance? And now there looms 
just ahead always the shadow of heavy costs for any 
good man without means to fight, if caught in an 
omission under the law. These will often mean both 
moral and material ruin. 

Moreover, if this law is for the good of the entire 
nation, why should one class of men be called on to 
bear the burden,—the tax, the maintenance, the labor, 
the responsibility, and the penalties? Do the im- 
proved health and sanitation of the country count for 
nothing? Are we not doing enough in constantly 
whittling our incomes? Or, must we still more bend 
our shoulders? In their craze for special taxes, do 
our lawmakers covet even of those lessening dollars 
we still earn? Be they so blind that they can not see 
or remember what the profession is constantly giving 
without even a word of reminder save on rare occa- 
siors liké this one? Shall we tell them that old, old 
story of the worm that sometimes will turn? Surely, 
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and we believe, this great people can have no taste 
for such close driven exactions, and for the enactment 
that imposes them we hold our legislators wholly re- 
sponsible. The law, we believe, is an unjust one. 

2. The law requires much uncongenial labor, in- 
volving tedious detail and weighty responsibility, with 
heavy penalties, without a particle of compensation. 
These facts apply particularly to those physicians who, 
through the country habitation or other peculiar needs 
of their clienteles, do a dispensing practice; and cir- 
cumstances point to an ever increasing number of 
physicians who must thus work. On the other hand, 
the drug associations of the country advocated and 
greatly helped in pushing through this law. Consid- 
ering the growth of the dispensing element among us, 
and bearing also in mind the general resentment among 
druggists over this development, their activities in fa- 
vor of the law look very much like an effort to cripple 
the dispensing physician, who, let it be borne in mind, 
is today an absolute necessity in many sections. In- 
deed, it is difficult to escape the conviction of selfish 
action in this matter. It is sufficient to say now that 
if results come as seemingly was planned, the farmer 
and his wife will quickly join the discussion. Then 
something really worth while will be said. Meanwhile, 
the burden on the profession will remain, and, as has 
been hinted, may even grow. If we do so much well, 
more may be added. Moreover, this burden is imposed 
on men who are ill constituted, and not trained at all, 
for such work. The physician is proverbially a loose 
business man, the laughing stock of the commercial 
and financial worlds. Of necessity his habits and hours 
are irregular, his methods constantly changing, his 
passion for discovery so intense, his calls often so im- 
perative, their direction ever veering, that the only 
method that can exist in his work is the method of 
regular irregularity. But here he is sternly halted 
and commanded to follow a program which requires 
method, precision, regularity, even the petty details 
of bookkeeping. We all know how we lie entranced 
on this side of our profession! That some innocent 
men will get entangled seems very probable. That 
some others, sick people, may at times have their suf- 
ferings prolonged through the conservatism of this 
medical man, seems also possible; while service 
through the telephone will undoubtedly be crippled. 
Thus hardship is brought on many, without compensa- 
tion for those who must bear the burden. Again the 
law seems to us most unjust. Be it therefore, 

Resolved: 1. That we herewith express our deep 
dissatisfaction with the law. That besides being un- 
fair and unjust, we believe it to be unwise. That it 
puts the entire burden of a theoretical benefit to the 
nation on the medical and allied professions, that it 
will cost these professions far too much for what it 
may accomplish; that this cost should be borne by all. 
We request ail medical, dental, and veterinarian so- 
cieties in this state to co-operate in this matter and 
we request the council to take helpful action. We 
herewith instruct our representative to the House of 
Delegates to act in all proceedings in accordance with 
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the spirit of these resolutions, and to do all in his 
power to have the delegates to the National Associa- 
tion instructed to take similar action. Be it further 
Resolved: That our representatives in Congress be 
requested to take immediate steps at the next session, 
for the repeal or modification of this law. Be it also 
Resolved: That a copy of these. resolutions be 
sent to President Wilson, to our representatives in 
Congress from this district, to the senators from IIli- 
nois, to the president of the State Medical Society, to 
the council, to the dental and veterinarian societies 
in Madison county, and to the Ititrnors MEDICAL 
JourNAL with request to print in next issue. 
(Signed) S. T. Rosinson, M. D., 
Chairman. 
L. G. Burroucus, M. D. 
E. W. Fiecensaum, M. D. 
R. W. Bryney, M. D. 





VERMILION COUNTY. 


The Vermilion County Medical Society met in 
clinic at St. Elizabeth’s Hospital, Danville, April 12, 
1915. The program started at 1:30 p. m. and con- 
sisted of operations and demonstrations of cases as 
follows: 

Fracture of the neck of the humerus, F. M. Mason. 

Laparotomy, C. E. Wilkinson. 

Mastoid demonstration, Benj. Gleeson. 

Duodonal ulcer from laboratory viewpoint, E. G. 
C. Williams. 

Tuberculosis of the cecum (post-operative), O. H. 
Crist. 

Demonstration of 
Barton. 


Demonstration and discussion of a case of nephritis, 
R. S. McCaughey. 

Demonstration of the application of a bandage for 
indolent ulcer of the leg, Solomon Jones. 

Mastitis operation, H. F. Hooker. 

The afternoon was profitably and enjoyably spent. 
At 6 o'clock the Sisters served an elaborate banquet 
to about fifty members. After dinner Vice-President 
James called the meeting to order and introduced as 
toastmaster Dr. E. B. Coolley. Dr. Coolley, with 
some well fitted remarks, introduced the speakers 
of the evening. Dr. J. M. Guy spoke on “The Doc- 
tor’s Automobile,” Dr. L. B. Russell on “The Night 
Rider,” Dr. F. M. Mason, “The Country Doctor.” The 
main point of Dr. Mason’s talk was that the most 
of the country doctors are in the city. Dr. Joseph 
Fairhall spoke at length on the advantages of the 
clinical meetings and the getting together and good 
fellowship which they promoted. The business meet- 
ing followed. Communication from Champaign 
County Medical Society, asking for joint meeting, was 
tabled until the next meeting. Applications for Dr. 
Wolfington of Bismarck and Dr. Williams of Pence, 
Ind., were referred to the board of censors. 

Dr. Coolley reported on the optometry bill pend- 


interesting fractures, F. W. 
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ing at Springfield. On motion the secretary was in- 
structed to write to senators and representatives ask- 
ing their co-operation in the defeat of this bill. 

O. H. Crist, Secretary. 





Personals 


Dr. C. R. G. Forrester announces his removal 
to 10 S. La Salle street, Chicago. 


Dr. I. Clark Gary, Chicago, was injured in 
a collision between automobiles, April 4. 


Dr. Alice Hamilton, Chicago, sailed for 
Europe with the peace commission, April 13. 


Dr. Micheal J. Purcell was recently appointed 
city physician of Chicago by Mayor Thomposn. 

Dr. Emory Hill announces that he has re- 
moved to 30 N. Michigan boulevard, Chicago. 


Dr. George L. Perusse, for two years superin- 
tendent of the Michael Reese Hospital, has re- 
signed. 

Dr. George A. Lurie, Chicago, started for 
Serbia recently to join the Serbian Red Cross 
service. 

Dr. Dillon G. O’Neil, Elgin, has been ap- 
pointed assistant physician on the staff of the 
Anna State Hospital. 


Dr. Frank Holt, assistant superintendent of 
the Boston City Hospital, has been elected super- 
intendent of Michael Reese Hospital. 


Dr. John B. Murphy, Chicago, received the 
honorary degree of doctor of laws from the 
Catholic University of America at Washington 
April 15. 


Dr. William Dougall, Joliet, who has been 
critically ill in St. Luke’s Hospital, Chicago, is 
reported to be improving. 


Dr. Ralph H. Wheeler, formerly of Drs. 
Wheeler & Forrester, announces the partnership 
of Drs. Wheeler, Sinclair & Gotchy. The new 
firm came into existence on May 1, 1915, with 
their principal office in the Stewart Building, 
No. 108 N. State St.,.and a branch office on the 
West Side, No. 9 So. Clinton St., corner of 
Madison St., Chicago. Dr. Wheeler had been 
located in the Champlain Bldg., No. 8 No. State 
St., for the past twenty-one years and has de- 
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voted his exclusive time to the surgery of acci- 
dents. The new firm will continue in the same 
line of practice. 





News Notes 


Dr. 8. C. Stanton has removed from 640 Sheri- 
dan road to 514 Belmont avenue, Chicago. 


—The Illinois National Guard has begun the 
inoculation of its members with antityphoid 
vaccine. 


—One wing of the Lutheran Hospital at 
Moline to cost $60,000 and accommodate 60 
patients is under construction. The completed 
building will cost $160,000. 


—The committee on appropriations has re- 
fused the request of Dr. Gahagan, superintend- 
ent of the Elgin State Hospital, for the erection 
of a special female ward and a tuberculosis 
sanitarium, 


—Another bill of interest to physicians was 
introduced by Dr. James A. Womack of Equality, 
requiring health certificates to be presented by 
both men and women before county clerks can 
issue marriage licenses. 

—The Robert Koch Society for the Study of 
Tuberculosis held a meeting Friday, April 30, at 
8 p. m., in the board room of the Municipal 
Tuberculosis Sanitarium, Room 1514, 105 W. 
Monroe street. Subject, “When Should Gestation 
Be Terminated in Case of Pulmonary Tubercu- 
losis.” Discussion. 

—A testimonial banquet to Dr. A. Jacobi, 
New York, was arranged by the medical pro- 
fession, under the auspices of the Bronx Hos- 
pital and Dispensary, on the occasion of his 
eighty-fifth birthday, May 6, at the Hotel Astor. 

—Dr. Heman Spalding of the Chicago Depart- 
ment of Health denies that he diagnosed a case 
of foot and mouth disease in the person of a 
Winnebago blacksmith and declares that he was 
misquoted in the press recently. 


—Dr. Aime Paul Heineck, Chicago, in his 
suit to compel the county civil service commis- 
sioners to set aside the order eliminating the 
examination for attending physicians at the 
County hospital in 1911, secured from Judge 
For off a writ of mandamus on April 24. The 
defendants, however, took an appeal. 
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—A bill introduced in the House by Repre- 
sentative William G. Thon of Chicago and sup- 
ported by the State Board of Health, provides 
that physicians shall report within six hours 
to the State Board of . Health all infants ob- 
served with sore eyes or born blind. The State 
Board has already provided supplies of nitrate 
of silver solution for free distribution. 


—The Illinois traction system offers return 
fares from the Springfield meeting for one-third 
regular fare when receipts for going fare are 
validated by W. H. Selmore, Springfield, pro- 
vided fifty or more certificates of attendance are 
presented. Tickets for going trip will be issued 
May 17-20 and return, May 18-21, tickets good 
on day of sale or one day later. The Illinois 
traction system comprises the following lines: 
Bloomington, Decatur & Champaign Railroad 
Company, Danville, Urbana & Champaign Rail- 
road Company, Illinois Central Traction Com- 
pany, St. Louis Electric Terminal Railroad 
Company, St. Louis, Springfield & Peoria Rail- 
road. In connection with Alton, Granite & St. 
Louis Traction Company. 


—The Cook County Civil Service Commission has 
called an examination for the positon of Junior Physi- 
cian in the Tuberculosis Hospital at Oak Forest at 
2:00 p. m., May 13, 1915. This position pays $125.00 
per month, and the examination is open to licensed 
practitioners who are legal residents of Cook county. 

There are in the neighborhood of 600 tuberculosis 
patients in all stages of the disease at the institution. 
The tuberculosis hospital is being equipped with a 
modern laboratory for the purpose of doing research 
work in connection with tubercular diseases. 

On May 21, at 2:00 p. m. an examination will be 
be held for the Attending Staff of the County Hos- 
pital Department of Tuberculosis. 


—The following program has been arranged by the 
Chicago Tuberculosis Institute for the delegates to 
the National Association for the Study and Prevention 
of Tuberculosis on the way to the eleventh annual 
meeting in Seattle: 

TUESDAY, JUNE 8. 
ELECTIVE PROGRAM. 

Delegates will be provided with automobiles to visit 
various tuberculosis institutions about Chicago, such 
as: ; 
. Edward Sanatorium, Naperville, Ill. 

. Chicago Fresh-Air Hospital, Rogers Park, Ill. 

3. Chicago-Winfield Sanatorium, Winfield, III. 

. Ridge Farm Preventorium for Children, Deer- 
field, Til. 
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5. Tuberculosis Department of the Cook County 
Hospital, Chicago. 

6. Cook County Tuberculosis Hospital, Oak Forest, 
Ill. (by Railway). 

7. Trip to Industrial Establishments to study the 
methods of Supervision of Health of Employes. 

7:00 p. m. Good Fellowship Dinner, Red Room, 
Hotel La Salle, Delegates being guests of the Chicago 
Tuberculosis Institute. 


WEDNESDAY, JUNE 9. 


8:00 a. m. Automobiles to Municipal Tuberculosis 
Dispensaries, Open-Air Schools and Tuberculosis Ex- 
hibit. 

Noon. Automobiles to Municipal Tuberculosis Sani- 
tarium. 

1:00 p. m. Luncheon at Municipal Tuberculosis 
Sanitarium. 

2:00 p. m. Inspection of the Sanitarium. 

4:00 p. m. Automobiles to Chicago, returning at 
5:00 p. m. 

6:35 p.m. Canadian- Pacific party leaves from 
Grand Central Station, Harrison street and Fifth 
avenue. 

10:15 p. m, Glacier National Park party leaves from 
Union Station, Adams and Canal streets. 





Marriages 


CuarLes RicHarp Locxwoop, M. D., Kanka- 
kee, to Miss Mary Elsie Curry, of Chicago, April 
24. 

Epwarp Wuitney Bopman, M. D., Chicago 
and Winnetka, Ill., to Miss Julia Lord Barry 
of Montclair, N. J., April 19. 

Tuomas S. Lorton, M. D., Pana, IIl., to Miss 


Mary Oughton of Belleville, Ill., at Hillsboro, 
Mo., Jan. 12. 





Deaths 


Cyrus E. Heywoop, M. D. Rush Medical 
College, 1868; died at his home in Casey, IIl., 
March 21, aged 71. 


JEROME CHARLES MARION CHAFFEE (license, 
Illinois, 1896), a practitioner for forty-six years ; 
died at his home in Chicago, April 1, aged 69. 


CAROLINE Morrosco Von Lanoau, M. D. 
California Eclectic Medical College, Los Angeles, 
1888 ; died at her home in Chicago, March 17. 


JAMES ANDERSON (license, years of practice, 
Iilinois, 1878), died at his home near Louisville, 
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Ill., about February 27, from heart disease, 
aged 89. 


Joun Ropert Barnett, M. D. Rush Medi- 
cal College, 1881; formerly of Lincoln and 
Peoria, Ill., but more recently a resident of 
Imboden, Ark.; died in Peoria, March 29. 


Frank H. Honspercer, M. D. Hahnemann 
Medical College, Chicago, 1890; of Chicago ; pro- 
fessor of obstetrics in his alma mater; died in 
Hahnemann Hospital, Chicago, March 29, from 
heart block, aged 58. 


Wituam Or“anpo Harranp, M. D. Rush 
Medical College, 1877; for many years a prac- 
titioner of Mahomet and Mansfield, Ill.; died 
at his home in the latter city, Marci 16, from 
angina pectoris, aged 58. 

Francis M. Beats, M. D. Eclectic Medical 
Institute, Cincinnati, 1879; chairman of the 
Board of Health of Mattoon, Ill., and a member 
of the staff of the Mattoon Hospital; died at his 
home in that city, March 31, aged 62. 


JoHN Miron Pitspury, M. D. Jefferson 
Medical College, 1865; surgeon of U. 8. Volun- 
teers during the Civil War and for forty years 
a practitioner of Chicago; died at his home in 
that city, March 30, aged 77. 


Grorce 8S. Cuatmers, M. D. Physio-Medical 
Institute, Cincinnati, 1878; formerly a member 
of the Illinois State Medical Society and for 
twenty years coroner of Knox County, IIl.; died 
at his home in Galesburg, March 18, aged 70. 


CHARLES WARREN JOHNSON, M. D. Jefferson 
Medical College, 1872; for nearly thirty years 
a practitioner of Litchfield, Ill., and for many 
years health officer of that city; died at his home, 
January 28, from cerebral hemorrhage, aged 66. 


Gustav Fernirz, M. D. Louisville (Ky.) 
Medical College, 1881; a member of the Illinois 
State Medical Society; for fifteen years editor 
of the Louisville Anzeiger and for the last thirty 
years a resident of Chicago; died at his home, 
March 21, from cerebral hemorrhage, aged 70. 


Martin M. Savcerman, M. D. Rush Medi- 
cal College, 1881; a member of the Illinois State 
Medical Society; and a practitioner of Rock 
Grove, Ill., for many years; died at his home in 
Monroe, Wis., March 31, from bronchopneu- 


monia, aged 71. 
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A NEW FEMALE DISEASE. 


Dr. A. L. Mann of Elgin rises to inquire the path- 
ology of the liver in the chorus sung by Roy Atwell, 
as follows: 

“Some little bug is going to find you some day, 
Some little bug will sneak behind you some day, 
With the nerves all a-quiver, 

He'll give you sorosis of the liver. 

Some little bug is going to find you some day. 





A Practical TREATISE ON Diseases oF THE SKIN. By 
Oliver S. Ormsby, M. D., Professor of Skin and 
Venereal Diseases in the Rush Medical College, Chi- 
cago. Octavo, 1168 pages, with 303 engravings and 
39 plates in colors and monochrome. Cloth, $6.00 net. 
Lea & Febiger, Publishers, Philadelphia and New 
York. 


Dr. Ormsby’s recognition as one of the world’s fore- 
most dermatologists gives to this work the stamp of 
high authority. 

It falls to the lot of but few men to have such an 
enormous clinical experience as has Dr. Ormsby. His 
long association with the late Doctors Hyde and 
Montgomery, his long service in the Dermatological 
Department of Rush Medical College, together with 
his very large private practice, has secured for him 
a clinical experience but seldom gained by one indi- 
vidual. The results of this experience are now given 
in this volume. 

The field of Dermatology has been changing just as 
rapidly as any other medical specialty, and in this 
volume the present-day knowledge is given. Besides 
giving his own views, Dr. Ormsby has very thoroughly 
reviewed the literature on all dermatological subjects. 

The volume is concise, but its descriptions of cuta- 
neous conditions are sufficiently detailed to be of real 
yalue to practitioner, specialist or student. Many new 
diseases have recently been differentiated, and new 
facts discovered concerning the nature and course uf 
previously known diseases. All these findings are 
taken up and harmoniously developed in the author's 
finished consideration of the subject. The striking 
results of recent research in the etiology and pathology 
of cutaneous diseases are assigned their proper places, 
and the newer methods of diagnosis are presented at 
length. 

The consideration of treatment is well developed, 
and the directions are most explicit. His therapeutic 
recommendations are clear and positive, and include 
not only the standard treatments, but also the special 
methods which have been so extensively developed 
during the past few years. 

A notice of this work is not comprehensive without 
comment on the illustrations, which are excellent, and 
consist of 302 engravings and 39 plates in color. 

As a text-book for students, we believe it is un- 
excelled; as a reference work for the general prac- 
titioner, it is very complete, and the specialist will be 
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more than pleased to have Dr. Ormsby’s authoritative 
statements. 

We wish to congratulate Dr. Ormsby on the pro- 
duction of the book, and recommend it to our readers. 


TRANSACTIONS OF THE COLLEGE OF PHYSICIANS oF 
PuitavetpHia. Third Series, Volume the Thirty- 
Sixth. Acta. Coll. Med. Phila. Inmstit. A. D. 
MDCCLXXXVII. Non sibi sed toti. Philadelphia. 
Printed for the College. 1914. 


SURGERY OF THE BLoop Vessets. By J. Shelton Hors- . 
ley, M. D., F. A. C. S., Surgeon in Charge of St. 
Elizabeth’s Hospital, Richmond, Va.; a founder and 
Fellow of the American College of Surgeons; ex- 
president of the Richmond Academy of Medicine 
and Surgery; member of Southern Surgical and 
Gynecological Association, etc. [Ilustrated. St. 
Louis. C. V. Mosby Company, 1915. 


This book by Horsley is the last we have in blood 
vessel surgery and demonstrates some wonderful sur- 
gery on blood vessels. It is but a few years since 
surgery of blood vessels was not attempted beyond 
the ligation of certain vessels. Dr. Horsley is one 
of the Americans who has advanced this work with 
wonderful strides. 

The book is generously illustrated with drawings 
which are remarkably plain and add an unusual value 
to the text. Many photographs demonstrate the re- 
sults and the author is to be congratulated. 

It seems to us from a perusal of this book that 
more work of this kind could be employed in emer- 
gency surgery. 

Every surgeon should give this book a careful study. 

We congratulate the bookmaker on the excellent 
mechanical makeup of its pages. 


INFECTION AND ImmuNitTy. A Text-book of Immun- 
ology and Serology. For Students and Practition- 
ers. By Charles E. Simon, B. A., M. D., Professor 
of Clinical Pathology and Experimental Medicine, 
College of Physicians and Surgeons, Baltimore; 
Pathologist to the Union Protestant Infirmary, the 
Women’s Hospital of Maryland and the Mercy 
Hospital, Baltimore. Third edition, enlarged and 
thoroughly revised. Octavo, 351 pages, illustrated. 
Cloth, $3.25 net. Lea & Febiger, publishers, Phila- 
delphia and New York, 1915. 


No field of medicine is undergoing radical change 
so fast as do our theories of infection and immunity. 
This is demonstrated by a new third edition of Si- 
mon’s “Infection and Immunity” only two years after 
the second edition. 

This new edition embodies every advance in this 
vitally important field of medical activity, related in 
such a way that the practitioner may readily grasp 
the author’s meaning. Entirely new sections have 
been added and a large amount of new material has 
found its way into these pages. Several really excel- 
lent plates are given and colors are shown perfectly. 

The work is condensed, yet very clear, and covers 
the field in a satisfactory manner. 





